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Paper for agreement: NDNS synthesis paper

Agenda Item: 4

This summary presents findings from two papers ipging recommendations for
action in the context of current nutritional poticy

i) The nutrition health of the population

i) National diet and nutrition survey: Adults aged to 64 years further analysis
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FIRST DRAFT

Background

UK

. Our Healthier Nationthe Department of Health White Paper (1999) setaouinitial
action plan to tackle poor health by improving tives of everyone and put focus on
reducing dietary related diseases such as cararenary heart disease and stroke in the
UK. The Food Standards Agency's (FSA) Strategic Pla@52lD sets detailed
objectives in diet and nutrition in the UK to makesasier for consumers to choose a
healthier diet.

England
. Choosing Healt{DH, 2004) set out government priorities and styas to improve the
diet and health of England.

Scotland

. The Scottish Diet Action PlafBcottish Office Department of Health, 1996) pded a
framework of action to improve diet and make pregreéowards achieving dietary
targets and has been the central focus for dietradtion policy in Scotland since
1996. FSA Scotland’s strategic targets were inlinh the objectives of the Scottish
Diet Action Plan ancEating for Health-Meeting the Challend&cottish Executive,
2004), which highlights actions for improving héadtf the Scottish public and was part
of the Scottish Executive Health Departmeni'sproving Health in Scotland: The
Challenge(Scottish Executive, 2003).

Wales

. Food and WellbeingFSA Wales, 2003) the nutrition strategy for Walleveloped by
FSA Wales, the Welsh Assembly Government and dtbgrstakeholders focuses on
addressing food poverty and promoting food equalith emphasis on low income,
elderly, ethnic minority groups, infants, childrend young people.

Northern Ireland
. Nutrition is a priority area in the Northern mab Executive Public Health Programme
Investing for Healti{2002). The Childhood Obesity Task Force RegsttiFutureswas
published in March (2006) which provides policy o for much of FSA Northern
Ireland’s current commitments.

. Targets on which UK wide commitments have been bade

Dietary Reference Values (DRVsJhe Committee on Medical Aspects of Food and
Nutrition Policy (COMA) set guidance intake figurésr food components energy,
fat, protein, carbohydrate including sugar andefias well as vitamins and minerals
(DH, 1991).

Fruit and VegetablesConsumption of 5 portions (total of 400g per dafyjroit and
vegetables per day is recommended to help redecesthof chronic diseases such as
heart disease, stroke and cancer (DH, 2002).
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Salt. The Scientific Advisory Committee on Nutrition (8A) advised population
averages should not exceed a daily intake of @gosalked on scientific evidence of a
direct relationship between salt intake and eleVéleod pressure and increased risk
of cardiovascular disease (SACN, 2003).

Oily Fish. SACN encourage consumption of at least 2 portidd9dq per portion) of
fish per week (at least one of which should be'pitjue to benefits associated with
helping to prevent heart disease (SACN, 2004).

Red and Processed Me&@ OMA recommended individuals’ consumption of red an
processed meat should not rise and higher conswshetdd consider a reduction, as a
consequence the population average will fall. (ID8H8)

Obesity.Bodyweight is measured by calculating Body Massin(BMI), dividing a
person's weight in kilograms by their height in rastsquared (kg/fi A BMI of
between about 20 and 25 represents the normal aihgedyweight for adults. A
BMI over 30 is considered obese (COMA, 1991.target to halt the year-on-year
rise in obesity among children aged under 11 yepr2010 was set in the context of a
broader strategy to tackle obesity in the poputatie a whole (DH, 2004).

Vitamin A. SACN advise people consuming liver or retinol eimihg supplements
regularly (once or more a week) should not increhse intake as a precaution due to
uncertainties between vitamin A intake and bondth€SACN, 2005).

Alcohol. Current advice for adults is that men should drinkmore than three to four
units of alcohol a day and women no more than twihtee units a day. One unit is
equivalent to 8g alcohol (DH).

7. The main government driven initiatives in progressto implement objectives are
summarised below:

Fruit and VegetablesThe 5 A DAY logo on food packaging is used to emage the
UK population to increase fruit and vegetable comgtion. (DH, 2002). This is
supported byThe School Fruit and Vegetable Schem four to six year old
children in Local Education Authority (LEA) maintead infant, primary and special
schools in England are entitled to a free piecé&wf or vegetable each school day
(DH, 2004). Similar schemes have been set up imashin Scotland, Wales and
Northern Ireland.

Labelling. FSA is committed to help consumers make healthierces by improving
information and understanding and by encouragiegitto take action (FSA Strategic
Plan, 2005-10). As part of this commitment the Agehas recommended a voluntary
front of pack colour coded signposting scheme toeiase consumer awareness of the
nutritional quality of manufactured foods (FSA, 80O

Food Promotion. The Office of Communications (Ofcom) proposes tetriet
television food advertising aimed towards childrgdfcom, 2006).

! Men, boys and women past childbearing age carnuocoasip to 4 portions and girls and women of
child bearing age are advised to consume up tatbps of oily fish per week (SACN, 2004).
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Salt. The FSA promotionalSalt Campaign(FSA, 2004) is supported by work to
establish targets for industry to reduce salt iacpssed foods, using a model of
sources of salt in the diet based on National Biet Nutrition Survey (NDNS) data
(FSA, 2003).

Schools. National Assembly for Wales launched its Welsh mekwof Healthy
Schools Schemd®99, which has encouraged schools to considemach food and
nutrition such as fruit tuck shops and breakfastgl etc. The National Healthy
Schoolsgprogrammeencompasses minimum nutrition standards for fooschools in
England set by the Department for Education andISSKDfES), which are to be
compulsory from September 2006 (DfES, 2006). Suppioby the UK wideTarget
Nutrient Specification§TNS) for manufactured foods (FSA, 2006), whicplaeed
and were based on the TNS (FSA Scotland, 2003)lalee@ to meet the nutrient
standards launched as part of The Scottish Exexstiungry for Successitiative.

Young Adults.FSA Wales launcheet Cooking(FSA Wales, 2005) a toolkit for
teaching young people aged 14-25 basic cookingsskila community setting. FSA
Wales also publishe#iealthy Nosh for Less DostiFSA Wales, 2005) to provide
healthy eating advice on a budget, especially Blgitbor students. Similarly Scotland
has published*® Time Self-Catereras an aid to students as well as others in a new
situation of having to cook for themselves (FSA t&oual, 2005). FSA have teamed
up with popular teen magaziigigarto promote the importance of healthy eating to
young adults including work witBatwellwww.Eatwell.gov.uk (FSA, 2006).

Older AdultsFSA Wales are committed to providing support teeoladults and have
publishedEat Well- guide to healthier eating in over 68sd as part of thEeep well
this winter campaignStock up your Store cupboamlas published (FSA Wales,
2005).

Recognition of Local Community Initiative$-ood Standards Agency Wales set up
the Annual Awards for Food Action LocalfAFAL) scheme to recognise individual
or team contributions to local nutrition initiatsv¢ghat have made a positive impact on
the diet or eating habits of residents in the comitres where they work (FSA Wales,
2003). FSA Wales also publishéthd funding for initiatives on Nutrition and Diet
resource for community projects and initiatives gndups working to improve diet
and health and reduce inequalities in Wales.

Vitamins and Minerals. FSA strategic plan 2005-10 set out aims to seelerexp
advice on the health implications of low vitamindamineral (nutrient) intakes in
some population groups, the results of which artaildel in the two papers
summarised in this report.
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0] The Nutritional Health of the Population

8. This paper presents a detailed summary of firedfrgm the four surveys in the NDNS
programme carried out between 1992 and 2001. ®dsain the most recent NDNS of
adults aged 19-64 years (NDNS 2000/01) are alsqpaoed with the 1986/87 Dietary
and Nutritional Survey of British Adults aged 16-gdars (Gregoryet al 1990). The
paper highlights specific diet and nutritional issuaccording to age, gender, regional
and socio-economic differences. The findings frbm ainalysis showed a mixed picture
of the diet and nutritional health of the populatio

9. Fruit and vegetables

Consumption of fruit and vegetables is below thonemendation in all age groups
(average of 2.8 portions per day for adults age®4.9ears), and is particularly low

for young adults and people in lower socio-econogriaups. In general fruit and

vegetable consumption has increased since theguegurvey (by an average of 0.4
portions per day for adults aged 19-64 years), Wewehis was not the case for
younger adults. 20% of the 4-18 age group did nasame any fruit (excluding fruit

juice) during the survey week.

10.Qily Fish
Mean consumption of oily fish was below the recomdexl one portion per week in
all age groups (average 1/3 of a portion for adatied 19-64 years). There was
evidence of higher consumption in 2000/01 compavetd 1986/87 in adults (both
men and women) aged 50-64 years.

11. Meat

Meat consumption was slightly higher for men in @@ compared to 1986/87. The
major contributor had changed from beef to chickad turkey. The data show that
consumption of red and processed meat and mead-lshskes (that is excluding
chicken and turkey and dishes) was lower in 200@#@h in 1986/87 for both men
(138g/day in 2000/01) and women (79g/day in 2008/0IThere is also evidence
from the Expenditure Food Surveys of a reductionarcass meat purchases over the
last 15 years. All groups had mean protein intalt®s/e recommendations.

12. Soft drinks/Sugar
Non-milk extrinsic sugar (NMES) is sugar not incargted in the cellular structure of
food, which is not derived from milk. These sugairs thought to be a major cause of
dental caries in the UK (DH, 1991). The proportiminenergy intake derived from
NMES exceeds the recommendation (maximum 11% faoergs’) in most age
groups, particularly for children and young aduii® to 19% food energy). Soft
drinks were the major source of NMES in children goung adults and table sugar
in older adults. Consumption of soft drinks (mainfncentrated squashes) in the 1Y%%-
4% year age group was equivalent to about 8 candd4orcartons per week.
Consumption of soft drinks in adults was substégtiasigher (most notably in the
youngest age groups) in 2000/01 (4-5 cans carbondtimk per week) than in
1986/87 (3 cans carbonated drink per week).

2 Consumption figures include non-meat componentaeaxdt-based dishes and so are not directly
comparable with the COMA recommendation
® Energy consumed as food and drink excluding alc(ib@Vs DH, 1991)
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13.Fat
The proportion of energy derived from fat and sated fat was lower in the more
recent survey of adults (2000/01) (35% and 13%eetbpely) compared to 1986/87
survey (40% and 17% respectively). Diets high tuisded fat increase levels of LDL
and total cholesterol in the blood, which can iaseethe chances of developing heart
disease. The fall in total fat and saturated fatkes in adults is reflected in the fall in
total and LDL cholesterol levels in the blood betwel986/87 and 2000/01. Mean
intakes of total fat were generally close to recandations in all population groups,
however intakes of saturated fat exceeded recomatiend (maximum 11% food
energy) in all groups (population intakes up to Ifo%d energy).

14.Fibre
Intake of dietary fibre was low overall and no greumet the recommendation for

adults.

15. Alcohol
In the 2000/01 survey, 60% of men and 44% of womereeded the recommended

daily benchmarks for sensible drinking on at leas¢ of the seven reporting days.
6% of men and 4% of women exceeded the benchmarksuo or more days of the
week, with 3% of men exceeding the benchmark osealen days. 39% of men and
22% of women drank more than twice the benchmarkscd the benchmark is
defined as heavy drinking) on their heaviest dngkilay.

16. Salt

The average intake of salt for adults up to 64 ydeas increased from 9g/day in
1986/87 to 9.5g/day in 2000/01 well above 6g/dag fecommended maximum). The
proportions of the population consuming less thgiul&y were 15% of men and 31%
of women. A number of individuals had very highaikes with 21% of men and 5%
of women with intakes above 15g/day. Men and womehe 19-24 age group were
least likely out of the adult age groups to meet target with only 2% and 17%
respectively consuming less than 6g/day.

17.Vitamins

Low intakes of one vitamin or mineral were likety he accompanied by low intakes
of other vitamins and minerals i.e. diets are saen to be low in nutrients in
isolation. There is evidence of low intakes andustZfor a number of vitamins and
minerals especially for older children, young asludind older people particularly
those living in institutions. Mean intakes of vitex® were however, above the
recommended levels as defined DRVs (DH, 1991) Inagk groups except for
vitamin A, which fell below for children and youngdults. Males and females
between 11 and 25 years are more likely than ajheups to have low intakes of
vitamins and minerals, including vitamin A, ribofla, iron, potassium and
magnesium. Evidence of low vitamin D status wasntbin most population age
groups especially in a proportion of older child@md young adults, and in elderly
people living in institutions.

4 “Status” is a general term used to cover levelsutfients available in the body, which reflectikes
over the longer term indicating how well nourishiedividuals are. This is compared to nutrient
intakes, which are estimated over shorter periddisne.
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18.Minerals

Mineral intakes were generally lower in relationD®Vs (DH, 1991) than vitamin
intakes. Intakes of magnesium and potassium weseith all age groups except
young children, while a pattern of low intakes efveral other minerals including
calcium, zinc and iodine was seen in older childag young adults, particularly
women. Low iron intakes were found in young chitdr@inder 5 years), in some
teenage girls and young women and in older adplsticularly those living in

institutions. Evidence of low iron status was asen in these groups.

19. Supplements

The inclusion of dietary supplements increased metakes of most vitamins and
some minerals, but had little effect on the propog with intakes below the minimal
requirementsas defined in the DRVs (DH 199lipdicating that supplements are
generally taken by those who have adequate vitamaghmineral intakes from food. A
fifth of children aged 1%2-4% years, surveyed in2,9®ported taking supplements,
mainly vitamins A, C and D and multivitamins. COM@A994) recommended

children between the ages of 1 to 5 years shouldyitben vitamins A and D

supplements unless adequate vitamin status casshbeea from a diverse diet rich in
vitamin A and D containing food and from moderatpasure to sunlight (DH 1994).
Vitamin D supplements are advised for institutiomald housebound elderly who
consume no meat or oily fish. However, evidencdowof vitamin D status of older

adults in institutions was found (paragraph 13) #mel number of elderly in the
institutional group reported as taking supplements lower (5% men and 9%
women) than free-living group at (29% men and 34éten).

20. Socioeconomic Status
There is also evidence of marked differences i aiel nutritional status associated
with socio-economic status. Both adults and chidreing in households receiving
benefits were more likely to have low intakes damins and minerals and there was
some evidence of lower vitamin and mineral statughis group. Fruit and vegetable
consumption was lower in households receiving beneind those from manual
social class groups.

21.Regional Differences
Few regional differences were seen in diet or nobal status. There is evidence
from the surveys of some age groups for lower cammion of fruit and vegetables
and lower intakes and status of some vitamins ainénals in Scotland and Northern
England than elsewhere. These differences wereewaconsistent.
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ii) National diet and nutrition survey: Adults aged 19 to 64 years further analysis

22. This paper reports on the further analysis da deom the recent NDNS of adults
(2000/01).Three analyses were carried out:

(a) Nutrient intake and status data was analysed tosfon a range of vitamins and
minerals for which a relatively high proportionadults had low intakes. The aim
was to determine differences in dietary and nomadyecharacteristics between
people with low intakes/status and people with kesdstatus above
recommendations. Nutrients that were identifiedgioups where there were a
sufficient number of people to take analysis fodyancluded vitamins A, D and
B6, riboflavin (referred to as vitamin B2 in papgydtassium and magnesium.

(b) The full set of data, which included all nutrierftee which a relatively high
proportion of adults had low intakes (vitamin Abaflavin, iron, calcium,
magnesium, zinc, iodine) or low status (vitaminsdt B12, riboflavin vitamins
C and D, folate and iron), was recalculated fogbadly sized groups “quintiles”
of the population determined by increasing intaieé¥s for each nutrient.
Comparisons were made to determine differencesietary and non-dietary
characteristics between people with low intaketistaand people with
intakes/status above recommendations.

(c) Data was analysed to further summarise the differpatterns of food
consumption using a statistical technique, whichratterises food consumption
patterns rather than individual foods. This reglitethe identification of different
groups that consist of individuals with similar ey and non-dietary
characteristics.

23.(a) (i) Non-dietary characteristics
Those with low intakes/status were more likely ¢o b

Smokers, living in households in receipt of bensfiyounger adults.

Those with intakes close to or below recommendation vitamin A, potassium and
magnesium and those with low riboflavin or vitanbinstatus were more likely to be
smokers, those living in a household in receighaiefits and younger adults.

24. Inactivity
Those with low status for vitamin D reported belags physically active compared
with those who had adequate vitamin D status. mitaD is produced by the action
of sunlight on the skin, and therefore this findimgy be linked to low levels of
outdoor physical activity among this group.

25. (i) Dietary characteristics
When nutritional data from the surveys were comgbaveith current dietary
recommendations it could be seen that at a populatvel, adults with low
intakes/status of these nutrients consumed diatgifl not reflect a balanced diet

® A balanced diet includes consuming plenty of feuitl vegetables, foods rich in starch and fibréa suc
as bread, cereals and potatoes; consuming moderatents of meat, fish, eggs, nuts, beans, pulses,
milk and dairy products (choosing reduced fat varsiwhere possible); consuming food and drink
high in saturated fat and sugar occasionally amattdhol is consumed it is consumed sensibly
(Balance of Good Health FSA, 2001).
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26.Low food energy
Those with low nutrient intakes consumed less wfost all food groups resulting in
lower energy intakes. Individuals with low intakés vitamin A, potassium and
magnesium had significantly lower intakes of foatergly compared to those with
nutrient intakes above these levels. Those withvitamin D status had lower intakes
of food energy compared with those with vitamintBXgs above this level.

27.Lower consumption of fish and fish dishes, fruit drnvegetables
Low riboflavin and vitamin D status, were indepemitle associated with lower
consumption of fish and fish dishes, total fruidaregetables (including potatoes and
fruit juice), fruit (including and excluding frujuice).

28. A higher consumption of savoury snacks and softrtks (excluding fruit juice),
Low riboflavin status was associated with signifitg lower consumption of milk
and significantly higher consumption of savourycksaand soft drinks. These results
suggest that foods high in fat and sugar, coulddisplacing other foods rich in
riboflavin in those with low riboflavin status (e.goft drinks may to some extent
replace milk consumption in the diets of those Wath riboflavin status).

(b) Quintile analysis
When the data set was divided into 5 groups (“djesi) of increasing intake/status
for each vitamin and mineral, the following asstioias were observed:

29. Sugar consumption
The results of this analysis by quintile show thatwell as patterns observed above,
there was some evidence that a higher consumptiorsugar, preserves and
confectionery was associated with low nutrientkefatatus.

30. Breakfast cereals
In addition, those with the lowest status for rlaein, B12, vitamin C and folate
consumed less breakfast cereals (many of whichfatdied with vitamin B12,
riboflavin and folate), and breakfast cereals aeaily consumed with milk (a major
source of riboflavin in the diet).

(c) Consumption Patterns

31. Characterisation of food consumption pattermntified three distinguishable groups.
Findings were inline with results seen from theeottwo methods. The group with the
lowest mean intakes/status for all nutrients outhef three groups were more likely to
be smokers, more likely to live in households reiogi benefits and had the highest
consumption of soft drinks, savoury snacks andhatio beverages. Conversely the
group with the highest mean intakes/status of nmostients were least likely to be
smokers and had the highest consumption of fishfishddishes, fruits and vegetables
and nuts and seeds out of the three identifialdas.
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Overall Summary and Recommendations

The findings from both reports above indicatat tvhile there is some evidence of
positive dietary changes, especially the fall inailad saturated fat intakes and increased
fruit and vegetable consumption in most aduter the last fifteen years, action is
needed to improve the overall diet of the popuitatio order to reduce the risk of
nutrition-related disease.

The key areas identified as failing to meet n@o@ndations were:
-Low fruit and vegetable consumption.
-Low fish (especially oily fish) consumption.
-High total/saturated fat and sugar rich food comstion.
-High salt intakes.

Population groups identified as having a highdence of poor diets were:
-Children
-Young adults
-Smokers
-People in lower socio-economic groups
-Older people living in institutions

There are currently a number of government driirgtiatives in progress to meet
objectives to reduce obesity and improving the dret health of the nation (paragraphs
1 & 2). Many of these already focus on improving #reas highlighted as requiring
attention in the above reports. Extensive efforeskaeing made towards increasing the
quality of children’s diets, promoting fruit and getable consumption, reducing salt
intake and work is currently underway by FSA touesl the fat, saturated fat and
energy content (including sugar) of many manufactufoods. This work will be
continued in order to contribute to an improvemiengjuality of diets and improved
nutritional status of the UK population.

Areas requiring action are as follows:

Sugar rich foods especially soft drinks
Further action should be taken to reduce sugakestaespecially the consumption of
soft drinks. Consideration could be given to proentite replacement of some soft
drinks in the diet with low fat milk particularlyof children. Increases in milk
consumption would help improve intakes of riboffaais well as calcium.

Oily fish
Although intakes of oily fish have increased intagr groups over the past 15 years,
they are still below recommendations and effortsush be continued to promote fish
consumption particularly oily fish. The results thie analysis of vitamin D status
during the winter months suggest that those whceriakie limited outdoor activity
would benefits from increasing the consumption eftain foods rich in vitamin D
such as oily fish.

38. Vitamins and minerals

Promoting improvements to the quality and varidtyhe diet is required. As a result
this will address the imbalance in macronutrierngs ieduce sugar and saturated fat

10
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intake while increasing intake of healthy fats ¢fduin oily fish, nuts and seeds etc)
and dietary fibre, as well as improving overallmerit status. It is important to note
that those adults taking supplements in the surteyded to be those with higher
nutrient intakes from food. Even though individualgh poor nutrient intakes/status
were less likely to be reporting supplement useir thverall nutrient status would be
better improved through the consumption of a badndiet rather than supplement
use. Vitamin D status could also be improved bydased promotion of outdoor

activity.

Balance
39. For optimum health and prevention of dietaryated illnesses such as diabetes,

coronary heart disease, stroke and cancer, a lealagiet should be promoted. This
healthy balanced diet approashould be recommended within the context of a hgalt
lifestyle, reinforcing existing health messagesttap smoking, maintain a healthy body
weight and take part in regular physical activitydashould be targeted particularly
towards young adults, older adults living in inditns and people in lower socio-

economic groups.

11



28/06/06 SACN/06/18

References

1.

10.

11.

12.

13.

14.

15.

16.

The Balance of Good Health. Information for etocs and communicators
(2001). Published by the Food Standards Agencyadnsultation with the
Department of Health. (First published by the Itedtducation Authority in
consultation with the Department of Health and Mmistry of Agriculture,
Fisheries and Food, and in co-operation with thdsWéffice, Scottish Office
Home & Health Department and the Department of tHeahd Social Security,
Northern Ireland).

Department for Education and SkiNgw.dfes.gov.uk

Department of Health. Dietary Referenceuéa for food Energy and Nutrients in the
United Kingdom. (Report on Health and Social Sutgieldo. 41). London: HSMO, 1991.

Department of Health. Nutritional Aspects of thevBlepment of Cance(Report
on Health and Social Subjects, No. 48). London: K5998.

Department of Health. Nutrition and Bone Healththwparticular reference to
calcium and vitamin D(Report on Health and Social Subjects, No. 4%ndon:
HSMO, 1998.

Department of Health. Weaning and the Weaning. DRetport on Health and Social
Subjects, No. 45). London: HSMO, 1994.

Department of Healtiwww.dh.gov.uk

Department of Health Social Services and PublicetyaiNorthern Ireland:
Childhood Obesity Task Force Report, Fit Futuh@s:/www.dhsspsni.gov.uk/ifh-
fitfutures.pdf

Department for Rural Affairs, Expenditure Food Sayv 1974-2005.
http://statistics.defra.gov.uk/esg/publicationgkdsasets/efscons.xls

Food Standards Agency (FSA), FSA Scotland, FSA ¥&&A Northern Ireland

www.food.gov.uk

Gregory J, Foster K, Tyler H and Wiseman Mhe Dietary and Nutritional
Survey of British AdultsHMSO (London: 1990).

Gregory J, Lowe S, Bates CJ, Prentice A, JacksonSrkithers G, Wenlock R &
Farron M.National Diet and Nutrition Survey: young peoplesdgl to 18 years.
Volume 1: Report of the diet and nutrition sur¢29§00). TSO (London: 2000).

Henderson L, Gregory J, & Swan Sational Diet and Nutrition Survey: adults
aged 19 to 64 years. Volume 1. Types and quastiticfoods consumedTSO
(London: 2002).

Henderson L, Gregory J, Irving K & Swan GNational Diet and Nutrition
Survey: adults aged 19 to 64 years. Volume 2: @neprotein, carbohydrate, fat
and alcohol intake TSO (London: 2003).

Henderson L, Irving K, Gregory J, Bates CJ, Pren#dg Perks J, Swan G &
Farron M. National Diet and Nutrition Survey: adults aged ® 64 years.

Volume 3: Vitamin and mineral intake and urinaryabites TSO (London:

2003).

Hoare J, Henderson L, Bates CJ, Prentice A, BirchSWwan G, Farron M.
National Diet and Nutrition Survey: adults aged @9-years. Volume 5:
Summary report.TSO (London: 2004)

12



28/06/06 SACN/06/18

17.

18.
19.

20.
21.

22.

23.

Northern Ireland Executive Public Health Programimeesting for Healtq2002)
http://www.investingforhealthni.gov.uk

Office of Communicationgww.ofcom.co.uk

Ruston D, Hoare J, Henderson L, Gregory J, Bate®f(@ntice A, Birch M, Swan
G & Farron M. National Diet and Nutrition Survey: adults aged @9-years.
Volume 4: Nutritional Status (anthropometry anddalanalytes), blood pressure
and physical activity TSO (London: 2004).

Scientific Advisory Committee on Nutritiomvw.sacn.gov.uk

Scottish Office Department of Health (1996) Eatioghealth: A diet Action Plan
for Scotland, HMSO, Edinburgh availablenhab://www.scotland.gov.uk

Scottish Executive (2003) Improving health in Saotl: The Challenge,

http://www.scotland.gov.ukublications

Scottish Executive (2004) Eating for Health: megtirthe Challenge,
http://www.scotland.gov.ukublications

13



