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Terms of Reference 

The Education and Health Standing Committee has established an inquiry into: The role of diet in 

type 2 diabetes prevention and management.  

 

The inquiry will consider – 

1. The cost of type 2 diabetes to the community 

2. The adequacy of prevention and intervention programs 

3. The use of restrictive diets to eliminate the need for type 2 diabetes medication 

4. Regulatory measures to encourage healthy eating 

5. Social and cultural factors affecting healthy eating 

6. Behavioural aspects of healthy eating and effective diabetes self‐management 

with reference to the following groups: 

 at‐risk adults 

 children and adolescents 

 Aboriginal communities 

 ethnic groups at greater risk of developing diabetes 

 people in rural and regional areas. 
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Executive Summary 

This submission highlights the need for a comprehensive approach supported by a long-term 

strategy to improve diets and tackle the spiralling impact obesity, and associated chronic disease, 

particularly type 2 diabetes, and are having on our healthcare system, economy and society as a 

whole.  

The consumption of energy dense, nutrient poor foods has increased significantly among adults and 

children over the past 30 years. This trend is fuelled by the increased availability and marketing of 

unhealthy food and drinks, and their decreased relative costs.   

The problem of type 2 diabetes, unhealthy diets, overweight and obesity cannot be tackled by 

focusing solely on the individual. It is not merely a product of poor individual choices, but is heavily 

influenced by a person’s social, physical and economic environment.  

There is increasing support and impetus from the international community and peak health bodies 

to take decisive policy action on unhealthy diets, overweight and obesity, particularly in children. In 

addition, there is significant public support from Australians for the adoption of recommended 

policy measures by the government. 

Australia, as well as Western Australia, currently lack a coherent, sustained obesity strategy at a time 

when the country’s future health, wellbeing and productivity is being threatened by weight and diet 

related illness. In the long term, it is expected that the economic costs of obesity will increase 

significantly. We have clear recommendations and pathways to tackle the issue. All Australian 

governments need to integrate these into a long-term national obesity prevention strategies to 

ensure that our children have the best opportunities to lead healthy and productive lives. 

This submission will focus on strategies recommended for introduction in Western Australia, 

however there is also reference to evidence-based strategies best addressed at a national level, as 

the Obesity Policy Coalition believes that it will take a combined effort by all levels of government, 

civil society and individuals to improve diets, curb the obesity epidemic and associated chronic 

disease, particularly type 2 diabetes.  

.   
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Summary of Recommendations 

   

The Obesity Policy Coalition recommends that the Western Australian Government:- 

 

 Implements a whole of government approach for implementing change to address 

unhealthy diets and obesity. 

 Mandates the introduction of mandatory kilojoule menu labelling in chain fast food 

outlets. 

 Requires government funded and operated healthcare settings to meet specific 

criteria for the provision of healthier food. 

 Eliminates unhealthy food marketing in Western Australian government controlled 

settings. 

 Adopts a healthy food procurement policy for government funded enterprizes. 

 Amendment of the Planning and Development Act 2005 to clarify the relationship 

between public health and planning to allow health and wellbeing to be a relevant 

consideration in fast food restaurant planning applications and other planning 

decisions. 

 Supports the introduction of the following measures federally:- 

 The introduction of a whole-of-government obesity prevention strategy. 

 The following changes to the Health Star Rating System- 

   - modify the HSRS calculator to correct inappropriately high ratings for some 

foods with relatively high levels of added sugar, sodium and saturated fat 

  - allocate significant funds to promote the key messages of the HSRS firmly in  

the context of a healthy diet across a wide range of media. 

   - make the HSRS mandatory 

 20% health levy on sugary drinks. 

 labelling to identify added sugars on the ingredients list on food labels, as well 

as on the Nutrition Information Panel, where sugars are a separate ingredient. 

 the introduction of advisory labels on foods high in added sugar, particularly 

sugary drinks and confectionery. 

 implementation of a comprehensive legislative program to protect children 

from unhealthy food marketing. 
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Education and Health Standing Committee inquiry into the role of 

diet in type 2 diabetes prevention and management  

Introduction 

The Obesity Policy Coalition (OPC) is pleased to have the opportunity to comment on the Terms of 

Reference for the Legislative Assembly’s Education and Health Standing Committee inquiry into the 

role of diet in type 2 diabetes prevention and management. 

The OPC is a partnership between Cancer Council Victoria, Diabetes Victoria, VicHealth and the 

Global Obesity Centre at Deakin University, a World Health Organization (WHO) Collaborating Centre 

for Obesity Prevention. The OPC advocates for evidence-based policy and regulatory change to 

address overweight, obesity and unhealthy diets in Australia, particularly among children.  

Obesity is the leading risk factor for type 2 diabetes1 and being overweight also significantly 

increases the risk.  Dietary risk factors are also a significant contributor, estimated to contribute 33% 

and high body mass 49% of the disease burden of type 2 diabetes.2   

Minimising consumption of energy dense, nutrient poor food and drink and engaging in physical 

activity is the best way to maintain a healthy weight. Modelling indicates that the increased energy 

intake that has occurred over the past few decades is more than enough to explain the parallel 

increase in body weight.3 This increased energy intake has occurred mainly as a result of increased 

consumption of energy-dense, nutrient poor (high fat and/or sugar) foods and beverages.4 This is 

illustrated by data revealing that one third of adults and almost half of children drink sugary drinks 

daily.5 Young Australians, in particular adolescent boys, are commonly high consumers of energy 

dense, nutrient poor products such as soft drink, burgers and chips, for example 51 per cent of 

teenage males consume soft drinks and one in four teenage males consume a burger on any given 

day.6 

 Within Australian adults’ diets, 35% of the energy consumed comes from ‘junk’ food including 

sugary drinks and alcohol (termed ‘discretionary’ choices in the Australian dietary Guidelines). 

Amongst children, 39% of the energy in their diets comes from ‘junk’ food.7 Australian households 

spend 58% of their food budget on unhealthy foods and drinks and just 15% on fruit and vegetables.8  

Data from the National Health Survey 2014–2015 has shown that only 7% of Australian adults, and 

5.4% of children, meet the recommended 5 serves of vegetables per day, with fruit consumption 

being higher but also generally falling well short of recommended serves.9 

These patterns of consumption are fuelled by the increased availability, decreased relative costs and 

the increased marketing of food and drinks that are energy dense and nutrient-poor.  Other socio-

environmental factors contributing to the rise in overweight and obesity in Australia include an 

increased reliance on car travel due to urban design, an increase in sedentary jobs, longer working 

hours, and reduced perceptions of safety leading to fewer opportunities for physical activity.10 

Unhealthy diets and overweight and obesity is a significant issue in Australian children. More than a 

quarter of Australian children are in an unhealthy weight category, equating to more than 1 million 

children in Australia who are overweight or obese. In Western Australia 22.2% of children were 
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overweight or obese in 2014.11 These children have a much greater chance of becoming obese 

adults, and consequently face increased risks of developing a chronic condition such as type 2 

diabetes, heart disease or cancer.12 The situation is so serious that many of the current generation of 

children are expected to die at an earlier age than their parents.13 Children are a particularly 

vulnerable group on whose behalf we seek to advocate and this will be reflected in our submission.  

We are also concerned that unhealthy diets, overweight and obesity disproportionately affect other 

vulnerable groups, particularly those identified in the terms of reference.  Aboriginal people are at 

increased risk of overweight and obesity as well as the impact of unhealthy diets.14  Almost two 

thirds (66%) of Aboriginal and Torres Strait Islander adults and almost one third (30%) of Aboriginal 

and Torres Strait Islander children are overweight or obese.15   Aboriginal and Torres Straight 

Islanders also experience disproportionate rates of type 2 diabetes compared to non-indigenous 

Australians.  

The prevalence of overweight and obesity is also higher among people living in regional and remote 

areas compared to those living within major cities.16 Adults and children from a low socio-economic 

background experience higher rates of overweight and obesity.17    The gap in obesity rates between 

those with a tertiary education and those with lower levels of educational attainment is widening 

and modelling suggests that if no further action is taken this will grow to a 14% gap in obesity rates 

between the highest and lowest education groups by 2025.18   

We believe that the introduction of the regulatory measures recommended in this submission would 

accordingly have a stronger impact on the vulnerable groups specified in the terms of reference. 

There is increasing support and impetus from the international community and peak health bodies 

to take decisive policy action on overweight and obesity. The World Health Assembly’s Global Action 

Plan for the Prevention and Control of Non-communicable Diseases 2013–2020 provides guidance on 

a range of evidence-based policy interventions that governments should consider to reduce the 

burden of non-communicable diseases.  

The problem of type 2 diabetes, poor diet, overweight and obesity cannot be tackled by focusing 

solely on the individual. It is not merely a product of poor individual choices, but is influenced by a 

person’s social, physical and economic environment.  

Addressing unhealthy diets, overweight and obesity requires an integrated strategy of prevention 

and treatment, which will require the engagement of all levels of government. This will necessitate 

strong coordination to bring all the relevant sectors together to drive change. This can be achieved 

by a whole of government strategic plan to address obesity prevention. As a national plan is beyond 

the scope of this inquiry, this submission will focus on strategies that could be introduced in Western 

Australia. In addition, there are references to evidence-based strategies best addressed at a national 

level, which would complement the Western Australian  strategies, as the OPC acknowledges the 

potential contribution of the Western Australian Government to the formation of national policy. 

The Obesity Policy Coalition believes that it will take a combined effort by all levels of Australian 

governments to curb the impact of unhealthy diets, overweight and obesity and type 2 diabetes. 
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Terms of Reference 

1. The cost of type 2 diabetes to the community 

The projections are that the prevalence of obesity in Australian adults will be 35% by 2025; severe 

obesity prevalence will be 13%, two to three times greater than it was in 1995.19 As overweight and 

obesity lead to heightened risk of developing chronic diseases including cancer, cardiovascular 

disease and type 2 diabetes, this would have an enormous impact on health care spending, chronic 

disease and quality of life.  Each additional percentage increase in the rate of obesity costs an 

additional $4 billion per year.20   The costs of overweight and obesity are already very significant with 

the total annual cost of obesity in Australia in 2011–2012 has been estimated to be $8.6 billion, 

including $3.8 billion in direct costs and $4.8 billion in indirect costs.21 Using a measure that includes 

loss in wellbeing, estimates reach around $120 billion a year, which is equivalent to 8% of the 

economy’s annual output.22  In the long term, it is expected that the economic costs of obesity 

will increase significantly. The total extra expenditure for cardiovascular disease and type 2 

diabetes attributable to excess weight, between now and 2032, is estimated to be $187 

billion.23 For specific statistics on the cost of type 2 diabetes may we refer the Committee to 

Diabetes Australia to request relevant data and publications. 

 

2. The adequacy of prevention and intervention programs 

Australia’s track record of introducing effective strategies to tackle obesity is not strong. In 2008 the 

Australian Government announced the formation of the National Preventative Health Taskforce 

(Taskforce) to develop strategies to tackle chronic disease caused by tobacco, alcohol and obesity.24 

In September 2009 the Taskforce released a final report which outlined recommended actions 

designed specifically to reduce and control obesity in Australia. The recommendations focused on 

preventative health measures and were proposed to be implemented in a staged manner from 

2009. Nearly a decade has passed since the recommendations were released, and there has been 

limited implementation of the 27 obesity specific targets with three completed, 17 progressing and 

no progress made against seven by 2016.25 

Although state and territory governments’ approaches to obesity prevention vary, there are several 

examples of strong leadership at this level. Important initiatives include the NSW Government’s 

commitment to reduce childhood obesity by engaging the whole-of-government. This includes 

monitoring, increasing community education, and increasing supply of healthy food and reducing 

availability of healthy food in a range of settings, including schools and healthcare.26 The Australian 

Capital Territory’s Towards Zero Growth – Healthy Weight Action Plan 2013, sets out cross-sectoral 

responsibilities, priorities and goals for the improvement of health within the Territory.27   

Well-designed comprehensive mass media campaigns have been implemented in several states and 

we congratulate Western Australia on their long-term commitment to mass media campaigns in 

obesity. Mass media campaigns can be an effective tool for population behaviour change and can 

also be a useful tool for shifting social norms to preference healthy behaviours.28  Sustained 

investment and integration into the broader health promotion system is essential to ensure their 

effectiveness.29 The Live Lighter Victoria ‘Sugary Drinks’ campaign highlighted the link between 
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sugary drinks and toxic fat and encouraged Victorians to cut back on sugary drinks and was 

broadcast on television and other supporting media from 11 October 2015 for a period of six weeks. 

The proportion of Victorians who consumed four or more cups of sugary drinks per week declined 

from 31% prior to the campaign to 22% at the end of the campaign period.30  

A separate economic analysis estimated that if the same six-week campaign ran 12 times over three 

years in Victoria, at a cost of $9.8 million, it would save $51.3 million in healthcare costs, prevent 

1,085 new cases of type 2 diabetes and 153 new cases of heart disease.31 

In relation to information on specific type 2 diabetes prevention and intervention programs, may we 

refer the Committee to either the Department of Health and Human Services or Diabetes Victoria for 

evaluative data and advice on the Life!  Program. This is the largest lifestyle intervention program in 

Australia for people at risk of type 2 diabetes or cardiovascular disease, which is delivered by either a 

series of face-to-face consultations or telephone coaching. More than 54,000 Victorians have 

commenced the program since late 2007. 

3. The use of restrictive diets to eliminate the need for type 2 diabetes 

medication 

This is a clinical treatment issue and not an area of the Obesity Policy Coalition’s expertise.  

4. Regulatory measures to encourage healthy eating 

The Obesity Policy Coalition believes that there needs to be a comprehensive approach across all 

levels of government to promote healthy diets and reduce overweight and obesity. The Obesity 

Policy Coalition recommends that the Western Australian Government both introduce a number of 

regulatory measures where it has responsibility and support the Federal Government’s introduction 

of complimentary regulatory measures where it has jurisdiction. The regulatory action required 

covers marketing, labelling, pricing and mandating compliance with healthy food requirements in 

publically funded settings. It is anticipated that the Western Australian representative of the 

Australian and New Zealand Ministerial Forum on Food Regulation could have an impact on 

supporting labelling recommendations including around added sugar and improvements to the 

Health Star Rating and that the additional federal measures could be supported through the COAG 

process. 

4.1 Western Australian regulatory and policy measures 

4.1.1 Whole of government approach for implementing change to address unhealthy diets and 

obesity 

Western Australia is in a good position to progress policy to improve diets and reduce obesity. It has 

a well-established and effective education campaign, Live Lighter, which has been operating in the 

state for more than five years. This provides a good opportunity to leverage support in the 

community for these types of policy changes to make the healthy choice the easy choice. 

Leadership around a whole of government approach has been used to good effect by the Premier in 

New South Wales and the Chief Minister in the Australian Capital Territory.  This recognizes that 
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responsibility for implementing change to address obesity does not just rest with the Health 

Minister, but also needs to include other portfolios responsible for planning, transport and 

education. This engages all government departments with an ability to influence policies that impact 

on diet and health to deliver on the strategy.  

Recommendation:  Implement a whole of government approach to develop and implement 

change to address unhealthy diets and obesity. 

4.1.2 Eliminate unhealthy food marketing in Western Australian government controlled settings 

There is strong and robust evidence that marketing of unhealthy food not only influences children’s 

food attitudes and dietary preferences, it also influences what they eat thereby contributing to poor 

diets and overweight and obesity.32  Food marketing to children also raises serious ethical concerns, 

as children do not have the cognitive capacity to understand and resist the influence of this 

marketing.33   

In light of the evidence, the WHO and numerous public health bodies have called for effective 

controls to protect children and limit their exposure to unhealthy food marketing to reduce their risk 

of poor diets, weight gain and chronic disease.34  The Western Australian Government has the 

opportunity to control the marketing of unhealthy food in settings that it controls or manages.  

These include on public transport infrastructure, as well as on buses and trains, and billboards on 

government controlled land and sporting facilities. Schools, as well as sport and recreation facilities 

and activities should also be free of marketing for unhealthy food to protect children. Such controls 

would provide some protection for children and young people from the influence of this marketing 

and reduce the impact of unhealthy food marketing generally.   

There is precedent for such policy; we note that the Western Australian Government has committed 

to a ban on alcohol advertising on all public transport in Western Australia. Alcohol advertising on 

train infrastructure has now stopped, while it will be phased out from buses in March 2019 as 

current contracts expire.35 Further, Queensland government has announced that it is removing 

unhealthy food advertising from outdoor and transport infrastructure. 

The Obesity Policy Coalition believes there is a risk that unhealthy food advertising may replace 

alcohol advertising removed after the bans come into effect, and we recommend that the ban be 

extended to protect children from marketing of unhealthy food as well as alcohol. More 

comprehensive restrictions on unhealthy food marketing would of course have greater impacts on 

unhealthy diets and obesity as discussed in the section covering federal regulation. Nevertheless, 

prohibition of unhealthy food advertising in these government controlled settings is a beginning. A 

further benefit is that it would be a signal that the Western Australian Government is taking healthy 

diets and obesity seriously and it would illustrate to other jurisdictions that regulation is feasible. 

Recommendation: Eliminate unhealthy food marketing in Western Australian government 

controlled settings 

4.1.3 Introduce mandatory kilojoule menu labelling in chain fast food outlets 

Mandatory kilojoule labelling schemes have been introduced in New South Wales, Victoria, 

Queensland, South Australia  and the Australian Capital Territory. The Premier of Western Australian 
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recently announced his intentions to commit to the policy, and said the Department of Health would 

investigate the feasibility of a kilojoule labelling scheme.36  

International and Australian research shows that people are likely to substantially underestimate the 

energy content of restaurant food37 and that many people do not have a good understanding of 

their daily energy requirements.38 However, it is also now well established that appropriately-

designed kilojoule labelling at the point of sale can effectively inform consumers about their energy 

requirements and the energy content of products, and can lead to a small but significant reduction 

in the energy content of meals purchased. Indeed, the evaluation of the NSW kilojoule labelling 

initiative was completed in 2013 and showed that the display of information, together with 

supporting public education, resulted in a significant decrease of the median kilojoules purchased 

during the evaluation period, with an overall reduction of 519 kilojoules, equivalent to a 15% 

decrease.39 

The Obesity Policy Coalition accordingly supports the introduction of legislation in Western 

Australian to mandate kilojoule labelling in fast food outlets. We note that there are inconsistencies 

in the legislation that has been introduced in the different jurisdictions and that the Australia and 

New Zealand Ministerial Forum on Food Regulation (the Forum) is currently conducting a review of 

the effectiveness of the fast food menu labelling schemes which have been introduced. The Obesity 

Policy Coalition recommends that the Western Australian legislature learn from the experience of 

the other jurisdictions and introduce the most effective scheme possible. The OPC accordingly 

recommends that the Western Australian introduces legislation that ensures that:- 

 as many outlets as possible are covered, particularly those excluded under other schemes, 

including small supermarkets, service stations, convenience stores and cinemas 

 provisions are introduced to ensure that kilojoule labelling is always legible 

  electronic and online menus are covered 

 customised items and combination meals are covered 

 voluntary display of kilojoule information must comply with requirements of legislation.  

Recommendation: Introduce mandatory kilojoule menu labelling in chain fast food outlets. 

4.1.4 Require government funded and operated healthcare settings to meet specific criteria for 

the provision of healthier food 

The West Australian Government should be a role model for health by improving everyday food 

environments to enable healthy food and lifestyle choices in public sector settings.  This is 

particularly important in settings where children are present, for example parks, schools, sporting 

and leisure facilities and community events. 

Many states are now looking to how to improve the food supplied in government funded and 

operated settings, including early childhood, schools, workplaces as well as facilities such as 

healthcare settings. Recent changes in New South Wales have resulted in sugary drinks being 

removed from hospitals by the end of 2017, together with other improvements to the food sold. 

Victoria has also tied funding for recreation and community settings to meeting government criteria 

for the provision of healthier food.  
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We note that Western Australian hospitals and healthcare settings have been directed to improve 

compliance with the Healthy Options WA Policy so that all food sold on their premises meets 

required standards. The OPC encourages the government to enforce and then strengthen the 

requirement that all government funded and operated healthcare settings meet specified criteria for 

the provision of healthy food. This could set a precedent for the requirement to be ultimately 

adopted across all public sector settings.   

Recommendation:  Enforce and strengthen the requirement that government funded and 

operated healthcare settings meet specific criteria for the provision of healthier food.  

4.1.5 Adopt a healthy food procurement policy for government funded enterprizes. 

The Obesity Policy Coalition recognises that the Western Australian Government provides food in an 

enormously varied range of settings and believes and that the development of a healthy food 

procurement strategy and policy would have significant impact on diet of Western Australians. The 

OPC accordingly recommends the Western Australian Government develop and mandate a healthy 

food procurement policy for government funded settings. 

Recommendation- Develop and enforce a healthy food procurement policy in government funded 

enterprizes. 

4.1.6 Amendment of the Planning and Development Act 2005 to clarify the relationship 

 between public health and planning. 

The local environments in which Western Australians go about their lives can have a significant 

impact on behaviours that influence rates of overweight and obesity. The density and placement of 

fast food outlets particularly, have been posited as a factor that may impact on diet and risk of 

overweight, obesity and development of NCDs. Studies have shown that fast food outlets are higher 

in density in low SEP areas in Australia and proposed fast food outlets have attracted significant 

community activism in recent years, including Western Australia.  

The role of local governments in promoting public health has been recognised in Western Australia’s 

Public Health Act 2016 which set preventative health objectives including encouraging “individuals 

and communities to plan for create and maintain a healthy environment.”40 While this legislation 

marks a shift in responsibility, increasing local government’s accountability for delivering targeted 

preventative health initiatives in communities, efforts to shape healthy food environments can be 

undermined by planning laws that are not aligned with preventative health priorities. The Obesity 

Policy Coalition recommends the amendment of the Planning and Development Act 2005 to clarify 

the relationship between public health and planning. This would allow health and wellbeing to be a 

relevant consideration in fast food restaurant planning applications and other planning decisions.  

Recommendation- the amendment of the Planning and Development Act 2005 to clarify the 

relationship between public health and planning to allow health and wellbeing to be a relevant 

consideration in fast food restaurant planning applications and other planning decisions. 
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4.2 Federal measures 

4.2.1 The introduction of a whole-of-government obesity prevention strategy 

National and international recommendations promote policies to control promotion, price and 

availability of unhealthy food, together with public education campaigns. These recommendations 

have been proven to work in other parts of the world and have the potential to work here - but they 

need to be implemented by Australian governments as a matter of urgency. They should be rolled 

out as part of a comprehensive, long term strategy to address obesity and improve diets, overseen 

by a taskforce and with the understanding that the issue requires a whole of government approach. 

Recommendation: The introduction of a whole-of-government obesity prevention strategy. 

4.2.2 Improve the Health Star Rating System 

The Health Star rating System (HSRS) is a voluntary, interpretative, front-of-pack labelling (FoPL) 

system which rates the healthiness of products using a 5-star scale and aims to encourage people to 

make healthier food choices. The HSRS was developed through a collaborative process involving 

government, industry, public health and consumer stakeholders. This process began in 2011, 

following the 2011 Comprehensive Review of Food Labelling Law and Policy.41 

When the government introduced the HSRS in July 2014 as a voluntary scheme, it committed to 

review the HSRS after five years and consider making the HSRS mandatory if the system was not 

widely and consistently adopted.42 The Health Star Rating Advisory Committee (HSRAC) has 

commenced the five year review of the HSRS and has engaged in a public consultation process.  

Impact of the HSRS 

In implementing the HSRS Australia has satisfied one of the key global recommendations of reports 

such as the WHO’s recent Commission on Ending Childhood Obesity, to implement an interpretive 

front-of-pack labelling scheme supported by public education of both adults and children for 

nutrition literacy.43 Australia has been assessed as meeting best practice with the adoption of the 

HSRS when considering implementation of policies to improve population nutrition.44  

As at April 2018, there was high awareness of the rating system (84%), which was helping consumers 

to identify healthier options within particular food categories (71%).45  Despite this positive impact, a 

large number of consumers do not have, or have lost confidence in the HSR system; only 61% of 

surveyed respondents said that they trust in the system.46 

A recent  study also found only about 4350 out of 15,770 eligible products on supermarket shelves in 

2017 (28%) featured a health star rating.47 Health Star Ratings are being applied in some product 

categories more than others – in Australia, product categories with the highest uptake of Health Star 

Ratings included convenience foods, cereals and fruit and vegetable products.48 It has been noted 

that manufacturers are choosing to display Health Star Ratings on products that score more highly, 

with the four-star Health Star Rating the most commonly used.49 
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Problems with the HSRS 

While the HSRS is effective overall, there are significant flaws that prevent its widespread 

implementation and impact on its public credibility. The following is a brief description of the 

problems with the HSRS. Please refer to the OPC’s submission to the five year review for a full 

discussion. 

I. Voluntary application.                                                                                                                          

The uptake of the system by industry has been limited, with the two year review noting that only 

14.4% of products in the nominated database of eligible foods were displaying HSRs at the end of 

the 2 year evaluation period.50 As a result, the capacity of consumers to successfully make 

comparisons between products is hampered by the voluntary nature and limited uptake of the 

HSRS. This prevents the realisation of the overarching objective of the HSRS to provide nutrition 

information on food packages to assist consumers to make healthier choices. Indeed the review 

found that 65% of consumers want to see HSR on more products.51 

II. Inconsistencies in the system are not addressed.                                                                            

The current HSRS results in inappropriately high ratings for some foods with relatively high levels of 

added sugar, sodium and saturated fat, all ingredients which are considered to increase the risk of 

chronic disease. A selection of nutrient poor, energy dense discretionary foods: cakes, biscuits, 

chips, jelly, and icy poles are scoring relatively high ratings of 3 to 5 stars. In contrast, the HSR 

Calculator rates some core foods, such as plain full fat dairy foods, at the lower end of the rating 

scale. This is contrary to the Australian Dietary Guidelines (ADG) and can mislead consumers as to 

the healthiness of foods when comparing between food categories – in particular between core 

foods and discretionary foods.  

There are several problems with the algorithm which calculates the HSRS. In particular, the OPC is 

concerned with how the HSR Calculator treats added sugar. The current HSRS is based on total 

sugars in a product and makes no distinction between products with high levels of added sugar and 

those with intrinsic sugars – which are not considered dangerous to health, making it difficult to 

determine the relative healthiness of a product. It also does not appropriately score foods that are 

very high in added sugars but relatively low in the other negatively scored nutrients – saturated fat 

and sodium. The OPC would like to see the HSRS changed so that it is based on added sugars, not 

total sugars. Additional problems with the HSR Calculator and suggestions for modification are 

discussed in detail in the OPC’s submission to the five year review. 

 

III. Consumers confused about the use of HSRS.                                                                                    

The two year evaluation of the HSR campaign has revealed that there is confusion about some 

elements of the HSRS. In particular, the HSRS is perceived to promote processed foods, as opposed 

to promotion of a balanced, healthy diet consistent with the ADGs. One sixth of respondents 

thought that the HSR campaign conveyed the message that they should buy packaged instead of 

unpackaged food.52 Many consumers believe that the HSRS should be used to compare foods in 

different categories, as 65% of respondents reported that they were using the system to compare 

products in different categories. Consumers had not received the information that the HSRs have 

been designed to be used to compare similar products within a category. 

 

http://www.opc.org.au/downloads/submissions/5-year-review-health-star-rating-system.pdf
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It is imperative to retain the HSRS as a front of pack labelling system, to assist consumers to make 

comparisons at a glance between similar products at the supermarket and to make healthier 

choices. However, the HSRS does have flaws that prevent its widespread implementation and 

contributes to diminishing consumer confidence and public credibility. 

 

Recommendation:  

The Western Australian Government support the following changes to the HSRS: - 

• Modify the HSRS calculator to correct inappropriately high ratings for some foods with 

relatively high levels of added sugar, sodium and saturated fat. 

• Allocate significant funds to promote the key messages of the HSRS firmly in the context of 

a healthy diet across a wide range of media. 

 Once improvements are made, make the HSRS mandatory if uptake is not widespread. 

 

4.2.3  A 20% health levy on sugary beverages 

A health levy on sugary drinks1 to increase their retail price by 20% and reduce consumption is a 

powerful policy intervention to improve diets and reduce the burden of chronic disease in Australia. 

Revenue raised by such a levy could be used to support healthy eating initiatives and to fund 

subsidies on healthy foods, particularly for low socio-economic position (SEP) households. A brief 

explanation of the case for a health levy is discussed below, but for a full examination of the 

arguments and evidence in support of a health levy on sugary drinks, please refer to The case for a 

health levy on sugary drinks. 

Sugary drinks contribute to obesity and type 2 diabetes  

While overweight and obesity are complex conditions with multiple causes, there is evidence 

demonstrating that consumption of sugary drinks is associated with increased energy intake, weight 

gain and obesity, as well as other negative health impacts including metabolic syndrome and type 2 

diabetes.53 Association between sugary drink consumption and increased BMI is not only shown in 

adults, but in children,54 including young children aged 2-5.55 Studies have also found a clear 

relationship between the amount and frequency of sugary drinks consumed and an increased risk of 

dental erosion.56 

Australians consume significant amounts of sugary drinks 

Large numbers of Australian adults and children consume sugary drinks. Just looking at supermarket 

retail sales, Australians brought around 1.1 billion litres of sugary soft drinks in 2015 at a cost of 2.2 

billion.57 This doesn’t include what is bought from fast-food outlets, cinemas, vending machines, 

hotels and convenience stores. 

In 2011–12, Australians consumed an average of 60 grams of free sugar per day (around 14 

teaspoons), with 52% of this free sugar coming from sugary drinks (including fruit juice and sugar 

free to alcoholic beverages).58 A single can (375mL) of soft drink provides up to 40 grams (10 

teaspoons) of added sugar.59 

                                                
1 Includes all non-alcoholic water based beverages with added sugar, such as sugar-sweetened soft 
drinks, energy drinks, fruit drinks and cordials, excluding 100% fruit juices 

http://www.opc.org.au/downloads/policy-briefs/the-case-for-australian-tax-sugar-sweetened-beverages.pdf
http://www.opc.org.au/downloads/policy-briefs/the-case-for-australian-tax-sugar-sweetened-beverages.pdf
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A sugary drinks health levy is an effective tool to decrease consumption and reduce obesity 

Price is one factor that can be highly effective in influencing consumption of sugary drinks.60 There is 

evidence that taxes on sugary drinks (or sugar-sweetened soft drinks alone) could reduce 

consumption and improve population weight and health outcomes, if the tax is set at a sufficiently 

high level.61  A recent Australian study found that increasing the price of sugary drinks by 20% 

through a levy could reduce consumption by 12.6%.62 This reduction in consumption has the 

potential to generate a decline in the prevalence of obesity of 2.7% among men, and 1.2% among 

women, and could reduce the number of cases of type 2 diabetes by 800 per annum.63 The study 

also estimated that the levy could raise revenue in excess of $400 million per year, even when taking 

into account changes in consumption in response to the tax.64 

 

There is strong support from the experts, the Australian public and global peak health bodies 

The WHO has urged member states to consider economic policies and measures that discourage the 

consumption of less healthy food and drink options to reduce rates of obesity.65 The WHO has also 

recently recommended that governments tax sugary drinks to address type 2 diabetes, overweight 

and obesity and tooth decay. The measure is also acknowledged as cutting healthcare costs and 

increasing revenues to invest in health services.66 

A 2015 survey conducted by the OPC of 1,203 Australians found that 85% of people supported the 

revenue from a tax on sugary drinks being used for programs to reduce childhood obesity, with 84% 

support for the funding of initiatives to encourage children to play sport.67 

The tax has been introduced in many jurisdictions and is reducing consumption 

More than thirty-five countries and jurisdictions around the world have introduced regulatory 

measures to reduce consumption of sugary drinks, In 2017 Portugal, Brunei, Saudi Arabia, United 

Arab Emirates, Thailand, the Catalan region of Spain and five US cities introduced a tax on sugary 

drinks, and the UK, the Republic of Ireland, South Africa, Estonia and the US city of Seattle, 

Washington introduced a tax on sugary drinks this year.68 

Data is still building around the impact of food taxes on health in other countries. Mexico’s tax of 

approximately 10% on sugary drinks took effect on 1 January 2014. Evaluation data demonstrates 

that the tax was generally passed on through prices and that consumers reduced their purchases of 

taxed beverages. Purchases of taxed beverages decreased 5.5% in 2014 and 9.7% in 2015, yielding 

an average reduction of 7.6 percent over 2 years. There was also a 2.1% increase in the amount of 

untaxed beverages purchased.69 The policy has had the most impact in lower socio-economic 

groups. The success of the Mexican experience demonstrates that even a relatively small levy on 

sugary drinks can result in a noticeable reduction in demand. 

There are a number of different fiscal models that have been used internationally to increase the 

price of sugary drinks. The United Kingdom levy is imposed at the manufacturer or importer level to 

encourage companies to reformulate by reducing the amount of added sugar in the drinks that they 

sell.70 
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A health levy on sugary drinks would reduce consumption to the greatest extent among groups most 

at risk of associated harms 

Australians of low SEP are also disproportionately affected by high rates of diet-related illnesses and 

therefore stand to derive the greatest benefit from reduced consumption of unhealthy products 

such as sugary drinks.71 Children from low SEP families also consume greater volumes of SSBs than 

their higher SEP counterparts and therefore stand to benefit from interventions to reduce 

purchasing and consumption.72 

A recent review on the impact by SEP of a sugary drink levy found that lower income households 

would pay a greater proportion of their income in additional tax. However the monetary burden 

across all households would be small, with relatively minor differences between higher and lower 

income households (less than $5 USD per year).73 A sugary drinks levy would therefore be a pro-

equity population policy to reduce consumption and improve weight and population health 

outcomes. 

Use existing tax structures 

In Australia, a health levy on sugary drinks could be relatively simply imposed through existing tax 

structures, keeping the costs of implementation and administration reasonably low.74 Use of existing 

tax frameworks capable of accommodating a tax would mean implementation would not require the 

development of complex independent legislation and administrative structures.75 

The fact that sugary drinks are readily identifiable would also facilitate the application of a health 

levy through existing structures. That is, applying a health levy to sugary drinks is not as difficult as 

applying a tax to foods, because unlike many foods which contain a mix of nutrients (so that a tax 

may decrease consumption of healthy nutrients as well as unhealthy), sugary drinks usually contain 

effectively no valuable nutrients.76 

Recommendation: Western Australian Government to support the introduction of a 20% health 

levy on sugary drinks. 

4.2.4 Labelling changes to identify added sugars on food labels, where sugars are added as a 

separate ingredient 

It is critical for Australian consumers to be aware of the amount of added sugar in food products, to 

allow them to make informed choices about the products they buy. The WHO’s guideline 

recommends that the daily intake of added sugars for adults and children be reduced to 10% of their 

daily dietary intake, and 5% for the greatest health benefits.77  For an average adult diet of 8700kj, 

the 10% goal amounts to 52g of added sugar, or 13 teaspoons. Similarly, the Australian Dietary 

Guidelines (ADGs) advise Australians to limit their intake of foods and drinks containing added 

sugars. 

The WHO’s recommendation was made for two reasons. First, eating too much food high in added 

sugar increases overall energy intake while reducing opportunities to eat more nutritious foods, 

leading to increased weight, an unhealthy diet and an increased risk of non-communicable diseases 

(NCDs). Second, increased intake of foods high in added sugar is a risk factor for tooth decay. 

Alarmingly, the latest Australian National Child Oral Health Study found that more than one third of 
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Australian children have experienced tooth decay by the ages of 5 to 6 years, increasing to 46% of 

children by the ages of 9 to 10 years.78  

These concerning statistics reflect the fact that Australians, particularly children and teenagers, 

consume well over the recommended upper limit of added sugar in their daily diet. In 2011-12, 

Australians consumed on average 60g of added sugar per day (or 15 teaspoons).79 Children and 

teenagers consume even larger amounts, with close to three-quarters of 9 to 13 and 14 to 18 year 

olds usually obtaining more than 10% of their dietary energy from added sugars and teenage males 

in particular consuming a huge amount – on average 92g (23 teaspoons) a day with the top 10% up 

to 160g (40 teaspoons) a day.80  

Action is required to help Australians to lower their intake of added sugars. Consumer group Choice 

has shown that if consumers were able to identify added sugars on packaged foods, they could avoid 

26 teaspoons of added sugar each day, or up to 38.3 kg a year.81  However, in Australia it is currently 

impossible to know how much added sugar is in the foods we buy and it is therefore very difficult to 

follow the WHO guideline or the ADGs in respect of added sugar. 

While the ingredients list names sugar included in the product, added sugars can be called by over 

40 different names,82 a number of which consumers might not be familiar with, making it difficult to 

even identify what might be a sugar. Similarly, the nutrition information panel records the amount of 

total sugar in the product, but does not specify what amount is naturally occurring (for example, 

lactose in dairy which does not adversely impact on health) and what amount has been added by the 

manufacturer.83  The Health Star Rating System, used on front of pack labelling, does not distinguish 

between added sugars and naturally occurring sugars when calculating Health Star Ratings and 

therefore limits consumers’ ability to make healthier choices based on the added sugar content in 

food.  

In 2016 the Food and Drug Authority (FDA) in the United States updated their nutrition information 

panel to require added sugars in grams and as a percent of Daily Value be included on the label.  The 

FDA guidance states that the change was made on the basis of scientific data showing that it is 

difficult to comply with the 2015-2020 Dietary Guidelines and meet nutrient needs while staying 

within calorie limits if you consume more than 10 percent of your total daily calories from added 

sugar.84   

The Australian and New Zealand Forum on Food Regulation (the Forum) is currently consulting on 

proposed improvements to labelling of sugars on packaged foods and drinks. The desired outcome 

of this work is that food labels provide adequate contextual information about sugars to enable 

consumers to make informed choices in support of the dietary guidelines. The Forum is consulting 

on costs and benefits of seven options that could be adopted alone or in combination to improve the 

situation. 

The OPC recommends that the Federal Government adopt recommendation 12 of the Labelling Logic 

Review of Food Labelling Law and Policy report. That is, where sugars are added as a separate 

ingredient to a food product, information must be provided on the label of that product to identify 

the added sugars. More specifically we recommend that the Forum adopt the option which proposes 

to change the statement of ingredients to overtly identify sugar based ingredients (option 3) and the 

option which proposes to quantify sugars in the NIP (option 4). The OPC also supports the 
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introduction of warning labels (option 5) on sugary drinks and confectionery because of the evidence 

that graphic health warnings are the most effective form of warning label as discussed below. 

Recommendation- The Western Australian Government support the introduction of labelling to 

identify added sugars on the ingredients list on food labels, as well as on the Nutrition Information 

Panel, where sugars are a separate ingredient. 

4.2.5 Advisory labels on foods which are high in sugar, such as sugary drinks and confectionery. 

There is a growing body of research demonstrating that graphic health messages, similar to those 

used on cigarette packets, could be an effective way of helping people to make healthier food 

choices. Recent research has been conducted into the impact of graphic warning labels on the 

packaging of unhealthy foods. The results demonstrated that brief exposure to food product health 

warnings enhanced dietary self-control and this was substantiated by neurological imaging. The 

researchers found using negative images combined with negative messages were the most effective 

way of persuading people to avoid the unhealthy options and choose healthier foods.   

Another Australian study evaluated the effectiveness of several different types of warning labels on 

sugary drinks, including graphic pictorial warnings, text warnings, information on the amount of 

sugar in the product, and Health Star Rating.  It compared the impact on those in the intervention 

group to the control group who were not exposed to a label, and all the interventions significantly 

reduced selection of a sugary drink. However the magnitude of effect was greatest for the graphic 

pictorial warning label.  A recent American study also found graphic pictorial warnings to be most 

effective in reducing the sales of sugary drinks in a cafeteria.   

Health advisory labels on food are beginning to be introduced internationally. For instance, new 

regulations in Chile require processed foods that exceed predetermined levels of key nutrients to 

include warning labels on the front of the package, identifying the food as being high in sugar, fat, 

salt, or total calories as applicable. 

On the basis of these studies and international practice, the OPC recommends the introduction of 

health advisory statements on products which are high in sugar, particularly for sugary drinks and 

confectionery which are not carrying the full HSRS. In this case there may be potential for such 

advisory statements to provide information on the health impacts of high sugar products. 

Recommendation: The Western Australian Government support the introduction of advisory 

labels on foods high in added sugar, particularly sugary drinks and confectionery.  

4.2.6 Implementation of a comprehensive legislative program to protect children from 

 unhealthy food marketing 

As discussed, evidence shows that marketing of unhealthy food to children influences the foods they 

prefer and eat, and contributes to overweight and obesity. Effective regulation to protect children 

from unhealthy food marketing is a key element of a comprehensive approach to obesity 

prevention, with action supported by a wide range of public health bodies, including the World 

Health Organization. 
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Constant marketing of unhealthy food to children undermines healthy eating messages from 

parents, schools, communities and governments who strive to support healthy diets and make the 

healthy choice the easy choice. 

Children in Western Australia are exposed to huge amounts of unhealthy food marketing as they go 

about their daily lives; including: 

• On television and at the cinema – in advertisement breaks and product placement 

• At the shops – on product packaging, in-store displays and promotions including free toy 

offers, product giveaways and competitions 

• Online – on social media including Facebook, Instagram, Snapchat and YouTube, 

interactive games, websites and mobile applications 

• On the street – on billboards and posters, on public transport 

• At sport – sponsorship of children’s sporting competitions and sponsorship of major 

sporting events 

• At school – fundraising drives 

This broad range of settings come under a mix of State and Federal jurisdiction. As we have 

discussed, we recommend that the Western Australian Government regulate to restrict unhealthy 

food marketing in settings that it controls, including on public transport infrastructure, at state 

controlled sport and recreation facilities, at schools and on state owned land generally. Such 

regulation could partially cover some of the forms of marketing listed above. 

A comprehensive and consistent national scheme would require federal regulation. We recommend 

that as well as introducing state based restrictions, the Western Australian Government support 

federal regulation to reduce children’s exposure to unhealthy food marketing. The current national 

system is not effective. 

The failure of self-regulation 

Under the current system, control of unhealthy food marketing to children in Australia is largely left 

to a series of self-regulatory codes developed and administered by the food and advertising 

industries.85  

The Australian Food and Grocery Council developed a code for fast food chains, the Quick Service 

Restaurant Initiative for Responsible Advertising and Marketing to Children (QSRI), and a code for 

food manufacturers, the Responsible Children’s Marketing Initiative (RCMI). The Australian 

Association of National Advertisers developed advertising codes, in particular the Code for 

Advertising and Marketing Communications to Children and the Food and Beverages Advertising and 

Marketing Communications Code, 

These purport to set appropriate standards for the marketing of food to children, but in reality 

provide little protection. The self-regulatory codes do not adequately reduce the volume of 

unhealthy food marketing reaching children or effectively capture the broad range of marketing 

techniques used by food companies to target children.  For a comprehensive analysis of how 

industry is failing to protect children from unhealthy food marketing please refer to the OPC’s recent 

publication, Overbranded, Underprotected. 

http://www.opc.org.au/downloads/overbranded/overbranded-underprotected.pdf
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The food industry has been given sufficient opportunity to demonstrate that it is able to protect 

children from the influence of unhealthy food marketing through self-regulation and has been 

shown to be incapable of doing so. Evidence shows that self-regulation is ineffective in reducing 

children’s exposure to unhealthy food marketing, both in Australia and around the world.86  

Australian research shows there was no reduction in unhealthy food and drink advertisements on 

television during children’s peak viewing times between 2011 and 2015, despite further voluntary 

self-regulatory initiatives introduced by the food industry in 2009.87  On average an Australian child 

will still see around three advertisements per hour for unhealthy food during prime-time television 

and 44% of food advertisements will be for unhealthy food.88  These figures are on television alone, 

and do not take into account children’s increasing focus on digital media, much of which is not 

adequately covered by the industry codes.  

Evidence also shows that self-regulation does not reduce the amount of unhealthy food sold. Recent 

research examining policies in 79 countries revealed that only countries that had enacted statutory 

policies showed a decrease in junk food sales over a period of time, compared to those with self-

regulation which showed an increase in junk food sales.89  

This failure of self-regulation is not surprising. There is an inherent conflict between the public 

health goal of improving diets and reducing overweight and obesity and a corporation’s fundamental 

goal of increasing profits. 

A new system of regulation is needed 

A new system of government regulation is needed. We recommend that the West Australian 

Government, through its membership of COAG, support a comprehensive legislative program to 

regulate all forms of marketing of unhealthy food to children to reduce their exposure to this 

marketing. 

A new scheme must have the following features- 

 It must be mandatory and apply equally to any organisation advertising food and beverage 

products, including manufacturers, retailers or restaurant chains 

 It must be comprehensive and apply to all forms of marketing, media and promotion.  

 It must restrict marketing that appeals to children in either its content or placement, 

including effective control of digital marketing.  

 It must clearly define ‘unhealthy food’ by reference to an appropriate nutrient profiling 

model.  

 It must apply to children under 16 years of age, at a minimum. 

 It must include strong governance, compliance and enforcement provisions. A new scheme 

must be administered and enforced by an independent agency and impose meaningful 

disincentives and sanctions for breach. 

Recommendation: The Western Australian Government support a comprehensive federal 

legislative program to regulate to reduce the volume and influence of unhealthy food marketing 

reaching children. 
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5. Social and cultural factors affecting healthy eating 

This is not an area of the OPC’s expertise. 

6. Behavioural aspects of healthy eating and effective diabetes self‐

management 

This is treatment issue and is not an area of the OPC’s expertise. 
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