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An '‘End-Game’ for sugar sweetened beverages?

Sundborn G, Merriman TR, Thornley S, Metcalf P, Jackson R

ABSTRACT

Objective: The epidemic of unhealthy weight is now in its third decade.
The multitude of initiatives designed to address this issue (globally)

have predominantly been ineffective as the prevalence of unhealthy
weight has continued to rise. Public health professionals have proposed
an ‘endgame’ for tobacco smoking in New Zealand by 2025, which has
received widespread support. Similarly, here, to control the prevalence of
unhealthy weight, we consider whether a similar approach to tobacco is
justified to restrict the intake of sweetened beverages.

Approach: This paper reviews the evidence relating sugar sweetened
beverages to unhealthy weight and adverse health effects. Current
initiatives aimed at reducing sugar sweetened beverage consumption
both internationally and in New Zealand are reviewed.

Findings: Epidemiological evidence consistently links sugar-

sweetened drink intake with unhealthy weight and other risk factors

for cardiovascular disease, such as diabetes, gout, and raised blood
pressure. Food disappearance data suggests that sugar intake continues
to increase in New Zealand, and that a subtle addiction to sugar may
underlie this trend. A number of successful initiatives to reduce sugary
drink intake are described.

Implication/ conclusion: We argue that an ‘endgame’ to the consumption
of sugar-sweetened beverages be supported as a means to address the
issue of unhealthy weight at a population level. Finally, a preliminary draft
endgame plan is presented for consideration, dialogue and debate.
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AN ‘END-GAME’ FOR SUGAR SWEETENED BEVERAGES?

Background

ugar-sweetened beverages (SSBs) almost certainly con-
S tribute significantly to the epidemic of ‘unhealthy weight’
and many chronic illnesses while providing no necessary nu-
trients. Consumption of SSBs should therefore be minimised,
especially in children and youth.! In this paper we propose an
endgame’ to the consumption of SSBs and offer practical solu-
tions to achieve a gradual reduction and elimination of SSBs
from the New Zealand diet.

Public health professionals have proposed an ‘endgame’
for tobacco smoking in New Zealand (NZ) by 2025.> This move
hasreceived widespread support.? Given the magnitude of neg-
ative health consequences that SSB consumption can place on
public health, and given that unhealthy weight is the only ma-
jor risk factor for chronic disease that continues to increase
worldwide, SSBs warrant a similar approach.

Although the proposition of an ‘endgame’ for SSBs may
be ambitious, we believe that it is achievable. Furthermore,
there are examples of initiatives in public health that have
proposed similarly ambitious goals with positive outcomes.
In 1997, the Swedish parliament introduced the “Vision Zero”
policy that aimed to reduce road traffic related fatalities and
serious injuries to zero by 2020.4 This policy was based on the
view that serious injuries and fatalities from road traffic ac-
cidents are largely preventable and should not be tolerated.
Policymakers acknowledged that human error is inevitable
and that safer road environments were required to absorb in-
stances when human error occurs. Instrumental to the “Vision
Zero” policy was the responsibility taken for crashes by those
who design the road transport environment. Sweden already
had one of the lowest Road Traffic Fatality (RTF) rates in the
developed world and yet experienced a halving of their RTF
rate from 2005 to 2008, which in part is likely to be due to the
“Vision Zero” policy.5

Although the adverse health consequences (unhealthy
weight, diabetes and cardiovascular disease (CVD)) that high
intake of SSBs cause is of high priority in New Zealand, SSB
consumption receives little attention. Given that evidence sup-
ports SSB consumption as a direct link to adverse health, focus
islost in the tangled web of interventions and programmes that
seek to reduce the epidemic of ‘unhealthy weight’. Current in-
itiatives that target ‘unhealthy weight’ comprise multi-facet-
ed approaches to improve diet and exercise that are so broad
they struggle to make any meaningful impact on any risk fac-
tors for ‘unhealthy weight’ at a population level.

This paper reviews the evidence relating SSBs to ad-
verse health and thus the rationale to act specifically on SSBs.
Current initiatives aimed at reducing SSB consumption both
internationally and in New Zealand are reviewed. Finally, a
preliminary draft endgame plan is presented for considera-
tion, dialogue and debate.

<

‘Unhealthy weight gain’

In this paper, the terms overweight and obesity are replaced
with the single overarching term ‘unhealthy weight gain’.
Fundamental to this shift in reference is one important concept.
This is the proposition that body weight or body fat metrics are
only one of the components of the impact of excessive energy
intake over energy output on physical health, and that what is
of at least equivalent importance is the nutritional profile that
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leads to unhealthy overweight. Acknowledging this point, two

individuals of similar age, weight and Body Mass Index (BMI)

can vary significantly in their respective health status depend-
ing on what they eat rather than just how much they eat. This

concept places greater emphasis on the quality of the diet that

isresponsible for an individual’s weight status. In practice, this

means that messages about ‘unhealthy weight’ seek to reach

the whole population rather than a subgroup of the popula-
tion who’s BMI exceeds an arbitrary threshold.

A Focus on Nutrition

Over the last few decades health researchers and practition-
ers have attempted to understand the drivers of the epidemic
of ‘unhealthy weight gain’, and develop effective solutions to
reduce and prevent the poor health outcomes associated with
this state. Although solutions may seem obvious (eat less, be
more active), most countries that have attempted to address
this issue have failed.® Average population body mass index
(BMI) has continued to increase over time, so too the preva-
lence of ‘unhealthy weight gain’. #® Although many individual
interventions have been successful in their evaluation settings,
they struggle to be transferable at a population level and are
not sustainable long term as they require on-going investment
from the public health budget.

‘Unhealthy weight gain’ is a consequence of a poor diet
leading to energy imbalance. To restore energy balance one
needs to i) reduce the amount of energy consumed, ii) in-
crease the amount of energy used or iii) both. Many public
health initiatives have been designed to influence either peo-
ple’s diet and/or physical activity levels. However, in order to
get the most gain out of the public health budget, initiatives
that prioritise nutrition over physical activity are increasingly
preferred as the rise in ‘unhealthy weight gain’ is more likely
to be attributable to the increased food supply and consump-
tion, as physical activity levels have remained relatively con-
stant since the 1970s. 91

Policy Interventions are Essential

Two distinct approaches have been taken to address the epi-
demic of unhealthy weight gain. The most common being an
approach that aims to motivate behavioural change of individ-
uals or groups of individuals to improve their diet and exercise
patterns. Interventions developed from this approach have been
shown to be effective, however individual-focussed interven-
tions are costly and therefore difficult to sustain. Furthermore,
they are unlikely to reverse the epidemic of unhealthy weight
gain that is borne by an increasingly larger proportion of any
given population. This approach impacts primarily on mod-
erators of the epidemic rather than what drives it. The alter-
native approach that is more likely to address the epidemic of
unhealthy weight gain, at a population level, is through the use
of policy interventions (enforceable laws, regulations, taxes)
targeted towards drivers.® Populations are passive recipients
of policy interventions that can create more healthful environ-
ments. Policy interventions are also generally cheaper to im-
plement, making them more cost-effective, sustainable and
wide reaching. However, policy is difficult to introduce as the
great majority of these policies will need government leader-
ship and are often unattractive to the politically well-connected
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business sector (food industry in particular). A recent study
that assessed the cost effectiveness of 20 obesity interventions
in Australia, showed that the three policy-based interventions
were ranked highest in terms of their cost-effectiveness and
breadth of coverage.?

Children and Youth

Improving the status of an individual and/or population group
that is already at an unhealthy weight is extremely hard and
becomes increasingly difficult with age. Infants with high
birth weight are more likely to become overweight children,
and overweight children are more likely to develop unhealthy
weight in adulthood.’>* Therefore, strategies aimed at making
an impact on unhealthy weight gain should prioritise children
and youth with prevention taking precedence over treatment.

Why Sugar-sweetened beverages?

Sugar-sweetened beverages (SSBs) include any beverage that
has added sugar and comprise sugar sweetened i) fruit-juices,
ii) flavoured milks, iii) carbonated soft-drinks, and iv) energy/
sports drinks. Sugar (sucrose) is a disaccharide consisting of
equimolar glucose and fructose. Although some of these bev-
erages have nutritional value, all pose an increased health risk
toindividuals (if consumed on a regular basis) due to their high
sugar content. Given that carbonated soft-drinks are both the
most widely consumed and provide the lowest nutritional val-
ue, this category of SSBs should be the main focus of efforts
to reduce consumption.!

The American Heart Association (AHA) recommends a
daily allowance (RDA) of 6 teaspoons (24 grams or 100 calo-
ries or 0.42kJ) of sugar for women, 9 teaspoons (36 grams or
150 calories or 0.63kJ) for men, and 3 teaspoons (12 grams or
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more than halfa can per day provided no other sugar was con-
sumed and a child would meet their RDA for sugar by consum-
ing one third of a 330ml can.

New Zealanders are among the largest consumers of sugar/
per capita in the world. In 2009, New Zealand (NZ) consumed
53.80 kg/capita/yr of sugar compared to 38.0 kg/capita/yr in
Australia, 33.1 kg/capita/yr in the US, 36.6 kg/capita/yr in the
United Kingdom, 36.0 kg/capita/yr in Samoa and 17.2 kg/cap-
ita/yr for Japan.’®* The median daily sugar intake for NZ men
(120g or 30 teaspoons), women (96 g or 24 teaspoons) and chil-
dren (103-140 g or 26-33 teaspoons) far exceeds the AHA rec-
ommendations described above. '8 In 2002, NZ and Australia
ranked as the 9th and 6th highest consumers of carbonated
soft-drinks globally. New Zealanders were estimated to con-
sume 84.2 Litres per person per year and Australians 100.1 L
per person per year.”

Beverages are the leading food item that has contributed
to the high sugar intake of NZ children and adults. ¢ Similar
to other western countries, in NZ the 600 ml bottle is the most
common size soft-drink sold,?® which contains approximately
16 teaspoons (64 grams) of sugar. The largest volume soft-drink
available at a fast-food chain in NZ is 1100mls. A beverage this
size would contain 30 teaspoons of sugar (117 grams), over three
times the RDA for an adult man. Understandably, over-con-
sumption of sugar is easily achieved if SSBs are consumed reg-
ularly. Sugar-sweetened beverages contribute more energy to
diet than any other single type of food or beverage. 171822

Industry pushback - Ideological pull

Two significant factors that must be considered about the ac-
ceptability of policies to restrict SSBs are the pressure of in-
dustry push-back and ideological-pull. Predictably, industry

Table 1. Positive association between SSB intake and weight, risk factors for CVD, and poor health outcomes

Disease or Risk factor
for disease

Nature of evidence /
study

Weight gain Systematic Reviews29-33
and adults

Randomised controlled trials34

224 adolescents

Population

International literature, children

Strength of association and comparison

Majority (3 of 5) found a positive association.

At 1 year significant between-group differences for
changes in BMI (-0.57, P=0.045) and weight (-1.9
kg, P=0.04).

Type 2 diabetes and metabolic Meta-analysis of observational

11 studies in total, 8 on diabetes

1-2 SSB/day versus <1 serving/month; relative risk

syndrome studies35 n=310,819 and 3 on metabolic 1.26 (95%C11.12-1.41)
syndrome n=19,431.
Gout Cohort study36 Health Professionals, Comparing highest and lowest quintile Multivariate
46, 393 men RR for gout: 2.02 (1.49-2.75; P for trend 0.001)
Coronary heart disease Cohort study37 Health Professionals 42,883 men. Compared upper quartile of consumption to lower

quartile adjusted RR 1.20; 95%Cl: 1.09 - 1.33

Systolic blood pressure Cross sectional38

Adolescents aged 12 - 18 years.

Blood pressure z-score increased by 0.17 from
lowest to highest category of SSB consumption (P
for trend, 0.03)

50 calories or 0.21kJ) for children.’> These recommendations
are due to the increased risk that higher intake of sugar place
on the development of unhealthy weight, diabetes and cardi-
ovascular disease (and CVD risk factors). In a standard can of
carbonated soft-drink (330ml) there are approximately 9 tea-
spoons of sugar - meaning that to obtain one’s RDA of sugar
an adult man could drink one can per day provided no oth-
er sugar was consumed. An adult woman could drink a little

is likely to oppose any measures that may threaten the com-
mercial success of their products and this has been seen in the
commissioning of reports and research papers that attempted
to undermine the validity of the reported relationship between
SSBs and unhealthy weight gain by beverage companies and
the beverage industry. %% Ideology will vary amongst stake-
holder groups and may vary between political parties. A recent
example of an ideological shift in successive NZ governments
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from 2007 to 2009 saw the repeal of a clause developed to
regulate that only healthy foods were to be made available in
New Zealand schools.?

The Evidence linking SSBs to an

Unhealthy Weight and Poor Health

Since 2006, there have been at least 5 systematic reviews of
observational studies that have assessed the relationship be-
tween SSB consumption, BMI, unhealthy weight and related
health consequences. Three of these found a positive relation-
ship between SSBs and unhealthy weight.?>3' One systematic
review (funded by the beverage industry) found the evidence
to be inconclusive, equivocal and/or in need of further inves-
tigation,® whilst a single review (also funded by the beverage

Table 2. International and local policy interventions to reduce SSB intake

Nature of evidence
/ study

Outcome Nature of p

intervention

measured

STUDY

drank more than one SSB per day had a significantly higher BMI
compared to those children that drank less than one SSB per
week (BMI: 19.7 verses 18.8 kg/m2). Furthermore, findings from
the Obesity Prevention in Communities (OPIC) study showed
that children who consumed more than one SSB per day had
amean BMI of approximately 26.3 kg/m2 compared to 25.3 kg/
m?2 for non regular SSB drinkers.#° A third study has reported
no association between sugar intake and body weight in NZ
children,? although that study has been criticized on the ba-
sis of its cross-sectional design and the study was funded by
the sugar industry.?® Tables 1, describes a number of studies
that have shown a positive association between SSB intake
and weight, risk factors for CVD and poor health outcomes.
Table 2, describes a number of studies that shown successful

Total soda consumption
from diaries

Randomized control
study 43

Healthy lifestyle education
programme implemented that
focussed on encouraging water
intake rather than SSB. 7 month
intervention.

1140, 9-12 year old students (435
intervention, 608 control)

statistically significant decrease
in the daily consumption of
carbonated drinks in the inter-
vention compared to control
(mean difference -56ml; 95% Cl
-119, -7 mht

Daily carbonated drink
intake measured by 24
hour recall from diaries

Randomized control
study 44

Focussed educational programme
that aimed to eliminate SSB intake
and promote healthier diet. 6 Edu-
cational sessions over 1 year.

644, 7-11 year old children from
6 schools. 29 classes (15 interven-
tion, 14 control)

Significant decrease in con-
sumption by 0.6 glasses in the
intervention group but increased
by 0.2 glasses in the control
group (mean difference 0.7, 95%
confidence interval 0.1 to 1.3)t

Mean SSB consumption
per day

Cross sectional survey
administered three
times over a 5 year
period 45

State Bill introduced in 2003
banned soda sales from elementary
and middle schools and restricted
their sale at high schools

2003 = 4,010 children
2005 = 4,029 children
2007 = 3,638 children

Significant reduction in SSB
intake from 2003-07 were for
age2-516% to 5%, age 6-11
22.5%109.9%, age 12-17
35.7%t0 25.7%.1

Servings of soda per
week

Cross sectional sur-
vey46

Taxation (excise and import)

Find paper to determine

Reduction in number of servings
per week from 2.5 to 2.

Sales data Industry trade publica- Price increase Total sales data - general popu- As carbonated soft-drinks
tion 47 lation increased by 6.8% sales dropped
by 7.8%, when Coca-Cola prices
increased by 12% sales dropped
by 14.5%.

SSB sales* Beverage project 48 School based interventional High school Reduced sales within a single
study banning SSB sales in school school of 1,172L of SSB per week
canteen.

Sales data* Cross sectional 49 Change in default beverage option 26 Fast food restaurants in a fast Reduced SSB sales by 17%.

to zero sugar substitute

food chain restaurant.

industry) found no such relationship.3

Having evaluated these systematic reviews, we consider
there is sufficient evidence to demonstrate a significant relation-
ship between SSBs consumption, raised BMI, the occurrence of

‘unhealthy weight gain’ and its related health consequences. In
general, studies that employed a better study design found a
greater effect size in this relationship (clinical trials compared
to cross sectional studies). In terms of the public health im-
pact of SSBs on weight gain, Woodward-Lopez et al. estimat-
ed that consumption of SSBs accounts for 20% of the weight
gained (increase) by the US population over the 30 year peri-
od from 1977 - 2007.%

In New Zealand, few studies have assessed the relationship
between SSBs and obesity. Scragg et al using the 2002 National
Children’s Nutrition Survey found a positive relationship be-
tween SSB consumption and BMI in children. Children who

policy interventions that have reduced SSB intake.

From this evidence, we consider that sugar-sweetened
beverages are the most obvious dietary item to prioritise to ad-
dress ‘unhealthy weight gain’ at the population level. The rela-
tive affordability (compared to water and milk) and cost-benefits
of purchasing larger sizes make SSBs of larger volumes more
economically attractive. One study found that SSB consump-
tion had a stronger association with unhealthy weight than any
other food item.# These factors combined make it highly likely
that SSBs are the ‘the single largest driver of unhealthy weight’ .4

Consumption of SSBs increases the likelihood of devel-
oping type 2 diabetes mellitus, is a risk factor for cardiovascu-
lar disease, coronary heart disease and gout.>°5> For example,
ingestion of greater than 3 cans of SSB is associated with a 2.1-
fold increased risk of developing gout in Maori, 2.4 in Pacific
Island people and 3.5 in Caucasian, independent of potential
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confounding factors.5?

Possible mechanism(s) responsible for SSBs driving an
unhealthy weight

In the United States, soft drinks are sweetened with high
fructose corn syrup (HFCS; ~55% fructose), which highlights
fructose as the agent causing weight gain and increasing the
risk of metabolic disease. 53 Sugar is also the most concen-
trated form of fructose available in countries outside the US.
Biochemically fructose is entirely metabolized by the liver,
in an unregulated fashion.s* Most of the fructose is metabo-
lized to triglycerides which are transported to adipose tissue
by low density lipoprotein (LDL) and very low density lipo-
protein (VLDL).5* Biochemical changes to the insulin receptor
promote insulin resistance and hyperinsulinemia (increasing
risk of type 2 diabetes), and one by-product of hepatic fructose
metabolism is the production of uric acid, high levels of which
are a strong risk factor for gout. This hepatically-driven meta-
bolic profile for fructose is different to that of glucose (which
is utilized for energy in tissues throughout the body, the me-
tabolism of which is regulated and which can be stored in the
liver as glycogen), yet is very similar to the hepatically-driv-
en metabolic profile of ethanol.

The physiological mechanism by which SSBs increase
body weight is thought to be due to their high energy density
resulting in high energy intake. Studies have found that ener-
gy consumed in liquid form is not well compensated for by a
reduction of energy consumed in food intake, which results
in higher overall energy intake,* with surplus energy then
stored by the body as fat.>* Studies have found that SSBs may
suppress satiety, and stimulate appetite allowing individu-
als to consume more food in a sitting. Furthermore, high con-
sumption of SSBs may condition people to a preference for a
high taste of sweetness that will impact on subsequent food
selection, resulting in higher caloric intake. Support for this
proposition is shown in several studies where SSB intake is as-
sociated with a higher overall energy intake, more than what
can be explained by the added SSB consumption alone.5¢58

The addictive properties of sugar
High levels of sugar intake are likely to provoke an addiction
syndrome, characterised by greater need for the substance, and
unpleasant withdrawal symptoms when an individual attempts
to cut-down. The evidence for such a syndrome is drawn from
both rodent and human studies. In rodents, prolonged increas-
ing concentrations of sugar in the diet have been associated
with the provocation of a withdrawal syndrome that was not
reproduced with a high fat diet.>® Sugar stimulates the rodent
nucleus accumbens, a part of the mid-brain, linked to moti-
vation, that is stimulated by drugs of abuse, such as cocaine,
alcohol and amphetamines.® In humans, we note anecdotal
reports of individuals who experience withdrawal symptoms,
similar to opiate withdrawal, after restricting intake of foods
with high concentrations of both sugar or white flour.®* Foods
with high levels of sucrose or glucose are also known to reli-
ably relieve tobacco cravings in smokers who are undergoing
a quit attempt.®

Although evidence points to the addictive properties of
SSBs, how does this relate to public policy to restrict these
products? Addiction leads to automatic behaviour, prompted
by the availability of the substance and sensory cues which

AN ‘END-GAME’ FOR SUGAR SWEETENED BEVERAGES?

prompt the addict to satiate withdrawal. Tolerance (need for
larger quantities of the substance) with time is also charac-
teristic of other addiction syndromes. Elements of the envi-
ronment, amenable to legislative control, are likely to affect
intake of the substance. Just as tobacco control policies have
aimed to remove cues to smoke, such as advertising and dis-
plays, similar policies may be justified, using addiction as a
premise, for SSBs. In addition, tax increases, which aim to re-
duce initiation, have been successfully used to reduce the in-
take of two addictive drugs: tobacco and alcohol. Introduction
of a sugar tax or soft-drink tax could result in a similar lower-
ing of the population intake of sugar. Age-based sales restric-
tions, enforced for alcohol and tobacco may also be justified
for SSBs, by arguing that consistent legislation is required for
substances with similar addictive potential, with the potential
to cause significant burden of disease. We review the interna-
tional experience with such initiatives later in this document.

Influence of Marketing

The marketing of nutritionally poor beverages and foods and
to children is receiving increasing attention in many coun-
tries, including NZ.%-%8 Marketing SSBs (especially those that
offer little to no nutritional value) to children is common and
can create an unhealthy desire for these products. Although
regulations have been introduced to limit this practice, many
are not adequately monitored and have therefore been inef-
fective in reducing children’s exposure to these products.:697°
Furthermore, industry has developed creative approaches to
penetrate their target audience through the use of stealth mar-
keting and sponsorship deals.”7?

In the US in 2010 the marketing budget for SSBs in tradi-
tional media forms exceeded $948 million US$. Product place-
ment (a form of stealth marketing as described above) of SSBs
specifically targeted to the 2-17 year age group accounted for
87% of monies used in this form of advertising technique.”In
2010, a deal between Coca-Cola and American Idol was esti-
mated to be between 50-60 million US$ in value. This deal saw
Coca-Cola branded cups placed in front of each of the three
judges for the entire season. A similar deal between rival soft-
drink company Pepsi-Cola and TV programme the X-factor in
2012 isreported to be valued at 50-100 million US$.” Marketing
budgets for healthy foods and beverages are insignificant when
compared to these vast sums of money.

How are SSBs being tackled internationally?
Taxation

Many initiatives have been developed to reduce the consump-
tion of SSBs internationally. The most significant level of activity
hasbeen in the United States; however, there is also significant
activity in France, Hungary, and Australia. There is a wide range
of mechanisms used to reduce consumption of SSBs, the most
notable being taxation. In the US, fifteen states have introduced
taxes on SSBs.” Furthermore, there is ongoing debate in many
other states on whether to introduce a soft-drink tax and for
those that already have - there is continued debate about the
form of such taxes. On the 1st January 2012 France introduced
a ‘soda tax’ that some industry commentators suggested may
increase the cost of their beverages by 35%.7° In Hungary, a tax
on foods high in sugar, fat or salt was introduced in 2011.77 The
debate about taxing unhealthy food and beverage items is now
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receiving greater attention in the United Kingdom, Australia
and New Zealand, however to date no ‘soft-drink tax’, ‘soda tax’
or ‘fat tax” has been successfully introduced in these countries.

Policy

Many local and state governing bodies in the US have introduced
a policy eliminating SSBs from publically funded schools, hos-
pitals, correctional facilities, property, and organisational bod-
ies. Some have introduced policy and regulations needed to be
adhered to sector wide (regardless of state ownership). Other
organisations/sectors where SSBs policies are found include:
day care centres, after school programmes, day programmes
for the mentally unwell, senior care centres and churches.
Many of these initiatives have been developed independent-
ly by groups rather than in response to a directive from an au-
thoritative body.”

Varied policy solutions address SSB consumption. These
range from a complete ban (of SSBs), to ensuring that non-sug-
ar sweetened options are also available, to making ONLY non
sugar-sweetened beverages available, as well as prescribing
rules about the consumption of SSBs (SSBs are not permitted
for children). Examples of this can be seen in beverage options
available in vending machines.”

Recently, New York Mayor Michael Bloomberg proposed a
ban on the sale of SSBs above 16 ounces from restaurants, movie
theatres, delis, concession stands and food carts. The ban how-
ever would not apply to supermarkets, grocery and convenience
stores as they are not regulated by the board of health.” This pro-
posal has received a raft of publicity from both supporters and op-
ponents.>% The proposal was successfully passed on September
13th 2012, despite strong opposition from two councillors and
their request to the board of health not to pass the mandate.®

Social Marketing and Media Campaigns

Although the marketing of SSBs receives seemingly unlimit-
ed (and unmatchable) funds, there is an increasing growth in
the level of social marketing and media campaigns directed
at reducing consumption of SSBs also. Some initiatives have
held Video and Art contests urging likely contestants (main-
ly youth) to prepare art or visual segments portraying novel
messages and ways of promoting a healthier consumption or
alternative to SSBs. The majority of these actions derive from
health organisations and have used novel slogans to promote
their cause such as:
Re-Think Your Drink,?>
Fat Smack,®
Soda Sucks,®”

Are you Pouring on the Pounds?,%
Sugar Shocker,®s  Sip Smart,%°
Stop the Pop,®® Hidden Sugar,

What has and is happening in New Zealand?
DHB-based initiative

In New Zealand, a school based initiative called the ‘Beverage
Guidelines Project’, a collaboration between a number of or-
ganisations including the Auckland Regional Public Health
Service, the National Heart Foundation, Waitemata District
Health Board (WDHB), and more than twenty schools across
the Waitemata District, was launched in 2005 by the WDHB. It
encouraged schools to replace beverages that were of limited
nutritional value and energy dense with healthier beverages op-
tions that offered nutritional benefits and/or were energy free.
In one school alone this project saw 125kg of sugar per week or
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greater than 1 tonne per term being removed from the school
canteen in the form of SSBs.4®

Industry based initiative

The Counties Manukau District Health Boards (CMDHB) ‘Let’s
Beat Diabetes’ programme, in 2006 developed a novel inter-
vention that likely resulted in the most significant reduction
in consumption of SSBs ever to be seen at a population level in
New Zealand. The Let’s Beat Diabetes (LBD) team in conjunction
with the Food Industry Group formed a relationship with two
of the Food Industry’s key players: Coca-Cola, and McDonalds.
The shared vision of these partners was to address the increas-
ing prevalence of diabetes in the CMDHB population.

As aresult of this collaborative effort, a novel trial was un-
dertaken whereby McDonalds and Coca-Cola would replace the
beverage Sprite with its sugar free version Sprite Zero for a 26
week period in all 21 McDonald restaurants in the CMDHB area.
A 17% reduction of SSBs consumption occurred; and important-
ly, the change did not prompt negative consumer feedback or
impact business viability. Such positive outcomes saw Sprite
Zero become the default lemonade served in all McDonalds’
restaurants throughout New Zealand.* This change remains to
date and is unlikely to be reversed. Such an outcome is a suc-
cess for health advocates and is an excellent example of how
the food industry and health advocacy can positively work to-
gether for a positive outcome.

All partners of this initiative deserve recognition for their
efforts and vision and provide leadership in the gains that can
be achieved by mutually beneficial partnerships. However fu-
ture initiatives should be accompanied by research to evalu-
ate that health benefits accrue, and that there are, for example,
no compensatory increases in energy intake.

Government initiative

Although SSBs consumption is generally not perceived as a
specific and/or significant driver of ‘unhealthy weight’ status
of New Zealanders, there have and continue to be a limited
number of initiatives that either specifically or inclusively ad-
dress consumption of SSBs. The most well known (although,
now redundant) of which was the introduction of a clause into
the National Administration Guidelines by the then Minister
of Education. The clause required that ‘only healthy foods be
sold in schools’. This clause was introduced in 2007 and saw
the elimination of SSBs from school canteens and a banning
of them from school premises. Unfortunately, after a change
in government this clause was revoked in 2009.9°

Church based initiatives

Many Pacific churches have strong relationships with their re-
spective District Health Board (DHB) and are sites for much
health promotional activity. Encouraging healthier nutrition
is a standard component across all programmes. The major-
ity of member churches have adopted nutrition policies that
address SSBs within them. In some churches a separate SSBs
policy has been developed and adopted independent of the
overarching nutrition policy. 99

Social Marketing
In 2007, under the ‘Feeding our Futures’ campaign undertak-
en by the Health Sponsorship Council of New Zealand (now
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merged with Alcohol Advisory Council and renamed The -
Health Promotion Agency) a series of resources and televised

AN ‘END-GAME’ FOR SUGAR SWEETENED BEVERAGES?

advertisements were developed to promote water and milk as

preferred healthy drinks as opposed to sugar-loaded drinks.%* ¢
The then Health Sponsorship Council’s primary function was

to use social marketing to promote healthier lifestyle choices

for New Zealanders.

Although the presence of these initiatives was promising,
there has been no co-ordinated approach to building on these

Determine the SSB tax options and the feasibility of each
as a prelude to introducing a beverage tax on SSBs.

Raise public awareness about the negative effects of SSBs
through social marketing initiatives.

. Work with Industry to recruit other fast-food restaurant

initiative.

gains and unfortunately many of these initiatives (healthy food

guidelines (revoked), Feeding our Futures campaign (over),
Beverage Guideline Project (unfunded)) have ceased. Below we
offer some recommendations that, if pursued, may strengthen

policy to reduce SSB intake in New Zealand.

Recommendations

chains toreplicate the McDonalds/Coca-Cola - SpriteZero

Augment the above initiative to make CokeZero the de-
fault Cola served in place of the sugar-sweetened drink
in McDonalds and other fast-food chains.

. Establish a ‘Beverage Panel’ to conduct areview on SSBsin
NZ/Australasia and to offer policy advice to government and
industry, as well as co-ordinate activities around SSB policy.

Develop ‘National Beverage Guidelines’ requiring schools

to provide healthy beverages or the re-introduction of the
clause requiring the provision of healthy food in schools
into the National Administration Guidelines.

References

1. Chacko E, McDuff I, Jackson R. (2003) Replacing
sugar-based soft drinks with sugar-free alternatives
could slow the progress of the obesity epidemic: have
your Coke®and drink it too. NZ Med J. Vol 116, No 1184.

2. Wilson N, Edwards R, Blakely T, et al. Submission
to the: Inquiry into the tobacco industry in Aotea-
roa and the consequences of tobacco use for Maori.
Wellington: University of Otago, Wellington, 2010.
http://www.parliament.nz/NR/rdonlyres/FA7DEF-
FA-OAFF-4CC8-85C6-CD5B805D34(9/128156/49SC-
MA_EVI_OODBSCH_INQ_9591_1_A31755_UniversityofO.
pdf

3. Wilson N, Edwards R, Thomson G, Weerasekera
D, Talemaitoga A. (2010) High support for a tobacco
endgame by Pacific peoples who smoke: national survey
data. NZ Med J. Vol 123 No 1316.

4. Elvik,R., Amundsen, A. H. (2000) Improving road
safety in Sweden. Main report. T@I report 490. Oslo,
Institute of Transport Economics.

5. Whitelegg J, Haq G. (2006) Vision Zero: adopting
a Target of Zero for Road Traffic Fatalities and Serious
Injuries. Stockholm Environment Institute. http://www.
sei-international.org/mediamanager/documents/Pub-
lications/Future/vision_zero_FinalReportMarch06.pdf

6. Swinburn B, Sacks G, Hall KD, et al. (2011) The global
obesity pandemic: shaped by global drivers and local
environments. The Lancet. Vol 378: 804-14.

7. Metcalf P, Scragg R, Schaaf D, Dyall L, Black P,
Jackson R. (2006) Trends in major cardiovascular risk
factors in Auckland, New Zealand: 1982 t0 2002-2003.
NZ Med J. Vol 119, No 1245.

8. Finucane M, Stevens GA, Cowan MJ, et al. (2011)
National, regional, and global trends in body-mass
index since 1980: systematic analysis of health exam-
ination surveys and epidemiological studies with 960
country-years and 9.1 million participants. The Lancet.
http://www.naos.aesan.msc.es/va/naos/ficheros/in-
vestigacion/National_regional_global_trends_body_
mass_index.pdf

9. Cutler DM, Glaeser EL, Shapiro JM. Why have

Americans become more obese? J Econ Perspect
2003;17:93-118.

10. HallKD, Guo J, Dore M, Chow CC. The progressive
increase in food waste in America and its environmental
impact. PLoS ONE 2009; 4: €7940.

11. Swinburn B, Sacks G, Ravussin E. Increased food
energy supply is more than sufficient to explain the US
epidemic of obesity. Am J Clin Nutr 2009; 90:1453-56.

12. Gortmaker SL, Swinburn B, Levy D, Carter R, Mabry
P, et al. (2011) Changing the future of obesity: science,
policy, and action. The Lancet. Vol 378: 838-47.

13. Rush E, Gao W, Funaki-Tahifote M, et al. (2010)
Birth weight and growth trajectory to six yearsin Pacific
children International Journal of Pediatric Obesity
5(2):192-199.

14. Serdula MK, Ivery D, Coates RJ, Freedman DS, Wil-
liamson DF, Byers T. (1993) Do obese children become
obese adults? A review of the literature. Prev Med.
1993 Mar;22(2):167-77.

15. Johnson RK, Appel LJ, Brands M, et al. (2009)
Dietary Sugars Intake and Cardiovascular Health A
Scientific Statement From the American Heart Asso-
ciation. Circulation. 2009;120:1011-1020. http://circ.
ahajournals.org/content/120/11/1011.full.pdf

16. Food and Agriculture Organisation of the United
Nations. http://faostat.fao.org/

17. University of Otago and Ministry of Health. (2011) A
Focus on Nutrition: Key findings of the 2008/09 New
Zealand Adult Nutrition Survey. Wellington: Ministry
of Health.

18. Ministry of Health. 2003. NZ Food NZ Children:
Key results of the 2002 National Children’s Nutrition
Survey. Wellington: Ministry of Health.

19. Metcalfe L. NationMaster.com. (2012). ‘Food
statistics > soft drink consumption (most recent) by
country'. Sydney, Australia. http://www.nationmaster.
com/graph/foo_sof_dri_con-food-soft-drink-consump-

tion&v=1022

20. Nielsen SJ, Popkin BM. (2003) Patterns and trends
infood portion sizes, 1977 -1998. JAMA 289, 450-453.

21. US Department of Agriculture, Economic Research
Service (2003) Food consumption per capita data sys-
tem. http://www.ers.usda.gov/data/food-consumption/
DataSystem.asp? ERSTab53 (accessed May 2003).

22. Block G (2004) Foods contributing to energy
intake in the US: data from NHANES IIl and NHANES
1999-2000. J Food Compost Anal 17, 439-447.

23. Gibson S. (2008) Sugar-sweetened soft drinks
and obesity: a systematic review of the evidence from
observational studies and interventions. Nutr Res Rev
2008;21:134-47.

24. Forshee RA, Anderson PA, Storey ML. (2008)
Sugar-sweetened beverages and body mass index in
children and adolescents: a meta-analysis. Am J Clin
Nutr 2008;87:1662-71.

25. Weed DL, Althuis MD, Mink PJ. (2011) Qual-
ity of reviews on sugar-sweetened beverages and
health outcomes: a systematic review. Am J Clin Nutr
2011;94:1340-7.

26. Parnell W, Wilson N, Alexander D, et al. (2007)
Exploring the relationship between sugars and obesity.
Public Health Nutrition: 11(8), 860-866.

27. Wilson N, Parnell W, Wohlers M, et al. (2004)
Report prepared for Chelsea Sugar. Sugar Intake of the
New Zealand population. 2004, University of Otago:
Dunedin. pp. 1-46.

28. Gorton D. (2009) Removal of the requirement for
schools to only sell healthy food a giant leap backwards.
NZ Med J. Vol 122 no 1290.

29. Woodward-Lopez G, Kao J, Ritchie L. (2010) To
what extent have sweetened beverages contributed to
the obesity epidemic? Public Health Nutr, 1-11.

30. Malik VS, Schulze MB, Hu FB. (2006) Intake of sug-
ar-sweetened beverages and weight gain: a systematic

PACIFIC HEALTH DIALOG

MARCH 2014 - VOLUME 20 - NUMBER 1



AN ‘END-GAME’ FOR SUGAR SWEETENED BEVERAGES?

review. Am J Clin Nutr, 84: 274 - 88.

31. Vartanian LR, Schwartz MB, Brownell KD. (2007)
Effects of Soft Drink Consumption on Nutrition and
Health: A Systematic Review and Meta-Analysis. Am
J Public Hith, 97/4: 667 - 675.

32. Gibson S. (2008) Sugar-sweetened soft drinks
and obesity: a systematic review of the evidence from
observational studies and interventions. Nutrition
Research Reviews, 21,134 - 147.

33. Forshee RA, Anderson PA, Storey ML. (2008)
Sugar-sweetened beverages and body mass index in
children and adolescents: a meta-analysis. Am J Clin
Nutr, 87:1662 - 71.

34. Ebbeling CB, Feldman HA, Chomitz VR, Antonelli
TA, Gortmaker SL, Osganian SK, Ludwig DS. A Ran-
domized Trial of Sugar-Sweetened Beverages and
Adolescent Body Weight. N Engl J Med 2012; 367:1407-
1416. October 11, 2012.

35. Malik VZ, Popkin BM, Bray GA, Despres J-P, Willet
WC, Hu FB. Sugar sweetened beverages and risk of
metabolic syndrome and type 2 diabetes. Diabetes
Care 2010; 33: 2477-83.

36. Choi HK, Curhan G. Soft drinks, fructose consump-
tion, and the risk of gout in men: prospective cohort
study. BMJ 2008; 336: 309-12.

37. deKoningL, Malik VS, Kellogg MD, Rimm EB, Willett
WC, Hu FB. Sweetened beverage consumption, incident
coronary heart disease, and biomarkers of risk in men.
Circulation 2012; 125: 1735-41.

38. Nguyen S, Choi HK, Lustig RH, Hsu C. Sugar sweet-
ened Beverages, Serum Uric Acid, and Blood Pressure
in Adolescents. The Journal of Pediatrics, Volume 154,
Issue 6, June 2009. Pages 807 - 813.

39. Scragg R, Wilson N, Schaaf D, et al. (2004) Risk
factors for obesity in New Zealand children aged 5 - 14
years: results from the 2002 national Children’s Nutri-
tion Survey. Australasian Epidemiologist, 11: 23 - 24.

40. Utter J, Scragg R, Ni Mhurchu C, Schaaf D. (2007)
What effect do attempts to lose weight have on the
observed relationship between nutrition behaviours
and body mass index among adolescents? Interna-
tional Journal of Behaviorial Nutrition and Physical
Activity. 4: 40.

41. Block G. Foods contributing to energy intake in
the US: NHANES Ill and NHANES 1999-2000. School
of Public Health, University of California.

42. Brownell KD, Frieden TR. (2009) Ounces of Pre-
vention - The Public Policy Case for Taxes on Sugared
Beverages. N Engl J Med. 360:1805-1808.

43. Sichieri R, Paula Trotte A, de Souza RA, Veiga GV.
School randomised trial on prevention of excessive
weight gain by discouraging students from drinking
sodas. Public Health Nutr. 2009;12:197-202.

44. James J, Thomas P, Cavan D, Kerr D. Preventing
childhood obesity by reducing consumption of car-
bonated drinks: cluster randomised controlled trial.
BMJ. 2004;328:1237-9.

45. ShiL, Meijgaard. Substantial declinein sugar-sweet-
ened beverage consumption among California’s children
and adolescents. International Journal of General
Medicine. 2010: 3, 221-224.

46. Keighley ED, McGarvey ST, Quested C, McCuddin
C, Viala S,Maga UA. Nutrition and health in modernising
Samoans: temporal trends and adaptive perspectives.
In Ohtsuka R and Ulijaszek SJ (eds), Health Change
in the Asia-Pacific Region: Biocultural and Epidemi-
ological Approaches. Cambridge University Press,
Cambridge. 2007.

47. Elasticity: big price increases cause Coke volume to

plummet. Beverage Digest. November 21,2008:3-4.

48. Waitemata District Health Board. (2006) Health-
lines Newsletter. Issue 134. http://www.waitemat-
adhb.govt.nz/LinkClick.aspx?fileticket=fOHhkc2I-
NUE%3D&tabid=175&mid=581

49, Errol Kiong. (2007) McDonald's takes sprite off
the menu. New Zealand Herald. http://www.nzherald.
co.nz/nz/news/article.cfm?c_id=1&objectid=10423293

50. Malik VS, Popkin BM, Bray GA, Després J, Hu FB.
Sugar-Sweetened Beverages, Obesity, Type 2 Diabetes
Mellitus, and Cardiovascular Disease Risk. Circulation.
2010;121:1356-1364.

51. deKoningL, Malik VS, Kellogg MD, Rimm EB, Willett
WC, Hu FB. (2012) Sweetened Beverage Consumption,
Incident Coronary Heart Disease and Biomarkers of Risk
in Men. Circulation. published online March 12, 2012
http://circ.ahajournals.org/content/early/2012/03/09/
CIRCULATIONAHA111.067017

52. 52. Merriman TR, Dalbeth N, Stamp LK, Mer-
riman ME, Topless R, Gow PJ, et al. (2011) Association
Between Sugar-Sweetened Beverage Consumption and
Gout in the New Zealand Population. Arthritis Rheum
2011;63 Suppl 10 :1622 DOI:

53. Johnson RJ, Perez-Pozo SE, Sautin YY, Manitius J,
Sanchez-Lozada LG, Feig DI, Shafiu M, Segal M, Glassock
RJ, Shimada M, Roncal C, Nakagawa T. Endocr Rev.
2009 Feb;30(1):96-116. Epub 2009 Jan 16. Review.

54. Basciano H, Federico L, Adeli K. Fructose, insulin
resistance, and metabolic dyslipidemia. Nutr Metab
(Lond). 2005 Feb 21;2(1):5.

55. Mourao DM, Bressan J, Campbell WW, Mattes RD.
(2007) Effects of food form on appetite and energy
intake in lean and obese young adults. Int J Obes
(Lond). 2007; 31: 1688-95.

56. Berky CS, Rockett HR, Field AE, Gillman MW, Colditz
GA. (2004) Sugar-added beverages and adolescent
weight change. Obes Res. 2004;12:778-788.

57. DeCastro JM. (1993) The effects of the spontaneous
ingestion of particular foods or beverages on the meal
pattern and overall nutrient intake of humans. Physiol
Behav. 1993; 53:1133-1144.

58. Mattes RD. (1996) Dietary compensation by hu-
mans for supplementary energy provided as ethanol or
carbohydrate in fluids. Physiol Behav. 1996; 59:179-187.

59. Avena NM, Rada P, Hoebel BG. (2009) Sugar and
Fat Bingeing Have Notable Differences in Addictive-like
Behavior. J Nutr 2009; 139(3):623-628.

60. Rada P, Avena NM, Hoebel BG. (2005) Daily binge-
ing on sugar repeatedly releases dopamine in the
accumbens shell. Neuroscience 2005;134(3):737-744.

61. Thornley S, McRobbie H. (2009) Carbohydrate
withdrawal: is recognition the first step to recovery?
N Z Med J 2009; 122(1290):133-134.

62. McRobbie H, Hajek P. (2004) Effect of glucose
on tobacco withdrawal symptoms in recent quitters
using bupropion or nicotine replacement. Human
Psychopharmacology 2004; 19(1):57-61.

63. Hastings G, McDermott L, Angus K. The Extent,
Nature and Effects of Food Promotion to Children: A
review of the evidence. Technical paper prepared for
the World Health Organization. Geneva: World Health
Organization; 2006. http://www.who.int/dietphysica-
lactivity/publications/Hastings_paper_marketing.pdf

64. Hastings G, Stead M, McDermott L, et al. Review of
Research on the Effects of Food Promotion to Children.
Final Report Prepared for the Food Standards Agency.
London: Food Standards Agency; 2003.

65. nstitute of Medicine (US) Committee on Food

STUDY

Marketing and the Diets of Children and Youth. Food
Marketing to Children and Youth: Threat or opportunity.
Washington: National Academies Press; 2006.

66. McDermott L, Hastings G, Angus K. Desk Research
to Examine the Influence of Marketing on Children’s
Food Behaviour. Prepared for the World Health Organ-
ization. Glasgow: Centre for Social Marketing; 2004.

67. Shaw C. (2009) (Non)regulation of marketing of
unhealthy food to children in New Zealand. NZ Med
J.Vol 122 No 1288.

68. Swinburn B, Sacks G, Lobstein T, et al. (2007)
The ‘Sydney Principals’ for reducing the commercial
promotion of foods and beverages to children. Public
Health Nutrition. 11(9): 881- 886.

69. Australia Communications and Media Authority.
(2011) Industry self-regulation of food and beverage
advertising to children - Report December 2011. http://
www.acma.gov.au/webwr/_assets/main/lib310132/
industry_self-regulation-advertising to_children_mon-
itoring_report-dec2011.pdf

70. Magnus A, Haby MM, Carter R, Swinburn B. (2009)
The cost-effectiveness of removing television advertis-
ing of high fat and/or high sugar food and beverages to
Australian children. Int J Obes (Lond). 33: 1094 -102.

71. Weisberg A, Pfleiger A, Friedberg J. The ethics of
stealth marketing. Accessed July 2012. http://www.
ethicapublishing.com/confronting/5CH11.pdf

72. Gibson O. Coca-Cola/Fifa Sponsorship Deal: How
did it happen? The Guardian, Thursday 24th November
2005. http://www.guardian.co.uk/football/2005/
nov/24/newsstory.sport9

73. Harris JL, Schwartz MB, Brownell KD, et al. (2011)
Sugary Drink FACTS: Evaluating Sugary Drink Nutrition
and Marketing to Youth. Rudd Center for Food Policy and
Obesity. http://www.sugarydrinkfacts.org/resources/
SugaryDrinkFACTS_Report.pdf

74. Stelter B. (2011) Pepsi to Sponsor’American
Idol" Rival. New York Times. http://www.nytimes.
com/2011/01/04/business/media/

75. Brownell KD, Farley T, Willett WC, et al. (2009)
The Public Health and Economic Benefits of Taxing
Sugar-Sweetened Beverages. N Engl J Med. 361; 16:
1500 - 1605.

76. Spiegel Online. Accessed June 2012. http://
www.spiegel.de/international/europe/french-cola-
tax-approved-paris-vows-to-fight-deficit-and-obesi-
ty-a-806194.html

77. Spiegel Online. Accessed June 2012. Hungary In-
troduces Fat Tax. http://www.spiegel.de/international/
europe/battling-the-couch-potatoes-hungary-intro-
duces-fat-tax-a-783862.html

78. The Rudd Center for Food Policy and Obesity.
Slideshow on initiatives to address Sugar-Sweetened
beverage consumption. http://www.yaleruddcenter.
org/resources/upload/docs/what/policy/SSBTaxes/
Healthy_Beverage_Campaigns.ppt

79. Grynbaum MM. (2012) New York Plans to Ban Sale
of Big Sizes of Sugary Drinks. New York Times. May
30th 2012. http://www.nytimes.com/2012/05/31/
nyregion/bloomberg-plans-a-ban-on-large-sugared-
drinks.html?_r=1&pagewanted=all

80. New York City Government. (2012) “News from the
Blue Room: News and Press Releases” July 19th 2012:
Statements in Support of New York City's Limit on Size
of Sugary Beverages. Retreived from http://www.nyc.
gov/portal/site/nycgov/menuitem

81. Elan E. (2012) New York City council members
oppose beverage ban. National Restaurant Associ-
ation. Retrieved from http://www.restaurant.org/

MARCH 2014 - VOLUME 20 - NUMBER 1

PACIFIC HEALTH DIALOG

29



30

STUDY

nra_news_blog/2012/07/new-york-city-council-op-
poses-beverage-ban.cfm

82. California Department of Public Health. (July 2012)
“Rethink Your Drink Education Campaign”. Retrieved
from http://www.cdph.ca.gov/programs/wicworks/
Pages/WICRethinkYourDrink.aspx

83. New York City Department of Health and Mental
Hygiene. (2009) Are You Pouring on the Pounds?
Don't drink yourself fat. Health Bulletin. Vol 8, No 6.
http://www.nyc.gov/html/doh/downloads/pdf/public/
dohmhnews8-06.pdf

84. Boston Public Health Commission. (June 2012)
“Fatsmack: Campaign Information”. Retrieved from
http://fatsmack.org/

85. Capital Health Edmonton Area. (2007) Sugar
Shocker: an activity kit to help teach students about
making healthy drink choices. Retrieved from http://
www.capitalhealth.ca/NR/rdonlyres/e6nstouxulg-
pkbvzot7as7dhtyvv6storxwnl57sbz4gl602im2rg-
wio4tthag2r5vag2aoqodp7fst6zyagrafdccb/Sug-
ar+shocker.pdf

86. British Columbia Pediatric Society. (May 2012)
“Sipsmart Campaign” Retrieved from http://dotcms.
bcpeds.ca/sipsmart/welcome/index.dot

87. New America Media. (April 2012) “Soda Sucks".
Retrieved from http://www.whysodasucks.com/

88. Missouri Dental Association. (July 2012) “Stop the
Pop”. Retrieved from http://www.modental.org/mx/
hm.asp?id=stopthepop

89. Multnomah County Health Department. (July 2012)
“It starts here: campaign for a healthy, active Multnomah
County. Retrieved from: http://www.multco-itstart-
shere.org/links-and-resources/toolkit-sugary-drinks

90. Gorton D. (2009) Removal of the requirement for
schools to only sell healthy food a giant leap backwards.
NZ Med J. Vol 122 no 1290.

91. Counties Manukau District Health Board. (2012)
Lotu Moui programme. http://www.cmdhb.org.nz/
funded-services/pacific-health/lotumoui.htm

92. Waitemata District Health Board. (2012) Enua
Ola programme. http://www.waitematadhb.govt.nz/

93. Auckland District Health Board. (2012) Healthy
Village Action Zones (HVAZ) programme. http://
www.adhb.govt.nz/planningandfunding/pacific%20
health.htm

94. Health Sponsorship Council. 2009) http://www.
feedingourfamilies.org.nz/healthy-eating/kids-and-
drinks

AN ‘END-GAME’ FOR SUGAR SWEETENED BEVERAGES?

PACIFIC HEALTH DIALOG

MARCH 2014 - VOLUME 20 - NUMBER 1



