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Submission to the Advertising Standards Authority by the Child Obesity and Type 2 

Diabetes Prevention Network 

Review of the Code for Advertising to Children and the Children’s Code for 

Advertising Food 

1. Introduction 

(i) The Child Obesity and Type 2 Diabetes Prevention Network (the Network) 

appreciates the opportunity to provide this submission on the Review of the Code for 

Advertising to Children and the Children’s Code for Advertising Food (the Codes).  

 

 

(ii) The Network would like the opportunity to present an oral submission to the Review 

Panel.  Please contact Tessa Clarke tessa.clarke@ccdhb.org.nz or Moira Smith 

moira.smith@otago.ac.nz. 

 

(iii) The Network gives the Review Panel permission to publish this submission.  

 

(iv) The Network consists of a multi-disciplinary group of over 115 Wellington-based 

professionals who share a concern over the increasing number of children with 

obesity and type 2 diabetes.  Network members include diabetes and paediatric 

nurses, diabetes, endocrinology and paediatric specialists, dieticians, dentists, 

researchers, teachers, NGO representatives, public health experts, marketing 

experts, local government representatives, physical activity specialists and 

concerned members of our community (see appendix for membership list).  The 

Network’s vision is for all New Zealand children to live in an environment that enables 

and supports healthy eating and physical activity patterns.  

 

(v) We present this submission based on the collective expertise and interest of the 

Network members in preventing obesity and type 2 diabetes in New Zealand 

children.  As with the review panel’s approach, this submission is evidence-based.   

 

(vi) The Network supports the World Health Organization’s Report of the Commission on 

Ending Childhood Obesity,(1) which includes the recommendation that governments 

implement WHO’s Set of recommendations on the marketing food and non-alcoholic 

beverages to children.(2)  This submission is primarily based on the recommendations 

within these two documents.   

 

(vii)   First, we outline the health situation that underpins the review – the high prevalence     

of child obesity and related health conditions in New Zealand children.  We then 
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respond to the review panel’s questions, and close with a summary of the Network’s 

recommendations.   

 

 

2. Background 

 

(i) Child overweight and obesity is a worldwide issue,(3) with New Zealand children being 

particularly impacted.  New Zealand children are the third most overweight or obese 

children in the OECD.(4)  In 2014/15, just over one in five New Zealand children aged 

2-14y were overweight (21.7%) and one in ten obese (10.8%), and of those aged 15-

17y, two in five (36.7%) were either overweight (20.3%) or obese (16.4%).(5)  Māori 

and Pacific children, and children from areas of high deprivation are 

disproportionately impacted.(5)  Unlike several other Western countries where the 

prevalence of child obesity has at least stabilised,(6) child obesity in New Zealand 

appears to be continuing to increase.(5)   

 

(ii) Child obesity is a key risk factor in the development of type 2 diabetes.(7,8)  Paralleling 

the increasing prevalence of child obesity in New Zealand is the increasing incidence 

of type 2 diabetes in New Zealand children.(9,10)  Traditionally a disease diagnosed in 

older adulthood, children as young as 7y are presenting with the disease.(9,10)  

 

(iii) The immediate and long-term consequences of overweight and obesity, and type 2 

diabetes are considerable.  Children’s quality-of-life is substantially reduced, and they 

face a greater risk of developing other chronic conditions such as cardiovascular 

disease, musculoskeletal disorders, and mental health problems.(11,12)  If developed 

in childhood, many chronic conditions continue through into adulthood.  Such 

conditions also place substantial financial burdens on individuals and society.(13,14)   

 

(iv) Consequently, child overweight and obesity, and its related conditions, have been 

identified as a key issue facing children and society that require urgent action. (15,16) 

 

(v) Unhealthy food marketing has been identified as a key driver of children’s dietary 

preferences, food choices and consumption.(17–19)  To improve children’s diet-related 

health outcomes, WHO(1,2,20) and other child health experts(15,21) recommend reducing 

children’s exposure to unhealthy food and beverage marketing.  The recent Report of 

the Commission on Ending Childhood Obesity(1) states: 

There is unequivocal evidence that the marketing of unhealthy foods and 

sugar-sweetened beverages is related to childhood obesity.  Despite the 

increasing number of voluntary efforts by industry, exposure to the 

marketing of unhealthy foods remains a major issue demanding change 

that will protect all children equally.  Any attempt to tackle childhood obesity 

should therefore, include a reduction in exposure of children to, and the 

power of, marketing.(1) 

(vi) Strengthening the Codes will protect New Zealand children from harm, 

positively contribute to their healthy development, and in turn improve their 

health and well-being. 
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Response to questions in review document 

1. What are the strengths and weaknesses of the two current Children’s Codes? 

(i) The voluntary, self-regulatory nature of the Codes is a key weakness.  The 

Codes have been developed, and are monitored and enforced, by the food and 

advertising industries.  Such a situation presents a conflict of interest between the 

industries, whose primary concern are shareholders and profit-generation, and 

children’s health and well-being. Research demonstrates that self-regulation is 

ineffective in reducing the amount of unhealthy food and beverage marketing 

children are exposed to, and inconsistent with health objectives.(22,23) 

 

(ii) Advertisers are advised that they “should” enact the guidelines within the Code.  

To strengthen the guidelines, the Network recommends that the wording be more 

direct, replacing “should” with “shall”.  This places greater onus on the industries 

to comply with the guidelines. 

 

(iii) We note that the current Codes are underpinned by provisions within the United 

Nations Convention on the Right of the Child (UNCRC).  This could be viewed as 

a strength.  However, the Convention is meant to be applied in its entirety.  

Evidence suggests that the ASA is selective in its use of the provisions within 

UNCRC to meet its own interests.(22)  We also note that in the current Codes, a 

child is defined as anyone under the age of 14; this is inconsistent with the 

Convention, which considers as child to be any person aged less than 18.  

 

(iv) The network notes that the current Codes encompass a variety of broadcast and 

non-broadcast media platforms.  However, other media types and marketing 

communications used by the food and advertising industries are not specified in 

the Codes.  Furthermore, the Codes refer to ‘advertising’, which is only one type 

of marketing communication.  The current Codes also do not specify the range of 

settings and locations where unhealthy food marketing should not be allowed.    

 

(v) That the current Codes are open to interpretation is another weakness.  They 

lack specific criteria about the types and frequency of advertising exposures, the 

nutrient profile of foods and beverages, and the content and emotive appeals 

used in the advertising.  The Network recommends that criteria and definitions 

within the Code are strengthened and clearly stated.  

 

2. What are the strengths and weaknesses of the current complaints process? 

(i) The current complaints process is based on members of the public laying 

complaints about advertisements they feel have breached the Codes.  However, 

the process is a complicated, time-consuming process, requiring considerable 

skills and resources of the complainants.  Complainants in other countries with 

similar processes to New Zealand’s report difficulty in using the process and have 

lost faith in its effectiveness.(24–26)  In New Zealand, even knowledgeable nutrition 

experts experience difficulties in lodging complaints.(27)   

 

(ii) The current complaints process is not timely or sufficiently reactive.  There is 

often a considerable delay between the time the complaint is lodged, reviewed 



 

4 
 

and sanctions (if any) imposed.  This renders the process ineffective, as by the 

time an advertisement is reviewed, harm has occurred.   

 

(iii) As mentioned previously, the complaints process is self-regulated, which 

introduces conflicts of interests between the food industry and children’s health 

and well-being. 

 

(iv) Children have the right to be heard in all matters that concern them.(28)  The 

current complaints process system does not accommodate children’s views 

regarding the advertisements they consider harmful or inappropriate.   

 

(v) The Network recommends that an easy-to-use complaints process, that 

incorporates a mechanism for children to use, be implemented. 

   

(vi) The Network recommends that the complaints process is regularly promoted to 

the public, similar to the publicity about how to complain about breaches of the 

Broadcasting Standards. 

 

3. What changes, if any, are necessary to protect the rights of children and their health / 

well-being? 

(i) Children’s best interests must be the primary consideration in all decision-

making.(28)  The food and marketing industries are obligated to ensure that 

children’s rights are not violated and to remedy any such violations.(29)  

  

(ii) To ensure that children’s right to health and well-being are realised, the Network 

recommends that only healthy food be advertised. 

 

(iii) To ensure that children’s rights are realised and that the Convention is applied 

appropriately, the Network recommends that all food and beverage marketing is 

evaluated and monitored by an independent panel consisting predominantly of 

health and child rights experts, and children’s representatives.  Similarly, the 

complaints process should also be administered by a panel of independent health 

and child rights experts, and children’s representatives.  Criteria for determining 

the nutrient status of foods and beverages being marketed would be in line with 

the Network’s recommendations in point 3.8, below. 

 

(iv) As the recommendations made in this submission are underpinned by children’s 

rights, their implementation would protect children’s rights. 

 

4. Please comment on any concerns you have with different media formats in relation to 

advertising to children (for example, magazines, television, social media, websites). 

(i) Food and beverages are marketed using a wide range of media formats.  WHO 

defines food and beverage marketing as 

any form of commercial communication or message that is designed 
to, or has the effect of, increasing the recognition, appeal and/or 
consumption of particular products and services.  It comprises 
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anything that acts to advertise or otherwise promote a product or 
service.(30) 

(ii) Marketing techniques include: 

Advertising, sponsorship, product placement, sales promotions, 
cross-promotions using celebrities, brand mascots or characters 
popular with children, web sites, packaging, food labelling and point-
of-purchase displays, e-mails and text messages, philanthropic 
activities tied to branding opportunities, and communication through 
“viral marketing”, and by word-of-mouth.(2) 

The Network recommends that the Codes include the examples of marketing 
provided in WHO’s A Framework for the Implementation of the Set of 
Recommendations on the Marketing of Foods and Non-alcoholic Beverages to 
Children (p. 10).(30) 

 

(iii) Television remains a key media format used by children and a vehicle for 

children’s exposure to food marketing.(31)  The time limits for when food 

advertisements can be broadcast on free-to-air television (5pm or 5.30pm) 

are inconsistent with the times when most children watch television.  

Furthermore, a substantial proportion (one-fifth) of children watch television 

after 8.30pm.(31) The Network recommends that the time restrictions for 

unhealthy food and beverage marketing be extended to 9pm.  Based on 

regulatory practises in other countries, the Network recommends that 

restrictions on unhealthy food advertising include programmes where it is 

expected that children will make up 20% or more of the audience.(32) 

 

(iv) Children are increasingly engaging with electronic media,(31) in the form of 

social media sites such as Facebook, internet usage, email, YouTube and 

games.  Such media is being increasingly used by the food and advertising 

industries, but is unregulated.  Therefore, children are increasingly exposed, 

and unprotected against, such marketing. 

  

(v) Product packaging is another important marketing tool used to attract children 

to products, through the use of pictures of sports celebrities, cartoon and film 

characters, premiums and promotions, and health and nutrition claims(17–

19,33,34). However, product packaging is not currently included in the Codes. 

 

(vi) Sponsorship is not included in the current Codes.  The Network’s views and 

recommendations on sponsorship are outlined in point 3.9.  

 

(vii) The Network recommends that provision is made for food packaging and 

sponsorship in the new Code, and that allowance is made for new and 

evolving media formats. 

 

5. If the content of advertisements is a concern, can you please give examples and / or 

supporting evidence? A product name and description would be helpful so we can 

source the advertisements. 
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(i) Marketing content impacts children’s food and beverage preferences.(17,17,19,35)  

The techniques used are particularly concerning, as children, regardless of 

age, are either not able to discern their persuasive intent or are often unable 

to act on their knowledge.(35)  Such techniques include, but are not limited to, 

premium offers, promotional characters, nutrition and health-related claims, 

the theme of taste, and the emotional appeal of fun.(35)  Sports sponsorship, 

and associations with sport, including product endorsement by sports 

personalities, has a similar impact.(36,37) 

 

(ii) The content of advertisements is particularly salient in the context of new 

media.  Increasingly, the lines between advertising and programming are 

becoming increasingly blurred.  Research suggests that children do not 

recognise the persuasive intent of advertisements in electronic and other new 

media, for example, product placement in games, until a much later age.(38) 

 

(iii) The information provided in the marketing content is often misleading and 

undermines the national food and nutrition guidelines.(39)  This is especially 

pertinent when well-known athletes are either seen to be endorsing or 

associated with food and beverage products.  Children perceive celebrity 

athletes as heroes and they have considerable influence on children’s food 

preferences and behaviours when used in food and beverage marketing 

communications.(40–43) 

 

6. If the placement of advertisements is a concern, can you please give examples and 

/or supporting evidence?  For broadcast media it would be helpful to have the 

time/date/channel or programme, for other media, a link / publication title / outdoor 

location would be appreciated  

(i) The place where marketing activities are located is a key feature of the 

marketing mix.(44) 

 

(ii) A key location that is especially concerning for children is the placement of 

food and beverages marketing around schools,(45) such as on bus shelters 

and the backs of buses used to transport school children. 

 

7. The Children’s Codes currently define a child as under the age of 14.  Do you 

support or oppose this definition? Why? 

(i) The Network opposes the definition of a child as under the age of 14.  As 

previously stated, the Network recommends the Codes encompass any 

person aged less than 18y, as defined in the Convention. 

 

(ii) Extending the age of the Codes would not only align the Code with the 

Convention, but also key documents that underpin children’s diet-related 

health and well-being including the Report of the Commission on Ending 

Childhood Obesity(1), the recently launched national obesity plan(46); and New 

Zealand’s Food and Nutrition Guidelines for Healthy Children and Young 

People (Aged 2-18 Years).(39)    
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(iii) Research shows that children over the age of 8y are able to discern the 

persuasive intent of marketing.  However, they do not necessarily act on this 

knowledge.(19,47)  Furthermore, food and beverage marketing aimed at older 

children and young adults is also seen by younger children, exposing them to 

harm.(2) 

 

8. Is there a role for a nutrient profiling system such as the health star rating system in 

the Children’s Code? If yes, in what way and which system would you suggest? 

(i) The Network recommends the use of a nutrient profiling system in the Code. 

 

(ii) The current Code lacks specific criteria on the nutrient quality of the food 

product being marketed.   

 

(iii) The Network does not recommend the use of the Health Star Rating system 

as a nutrient profiling system in a new Code. The Health Star Rating system 

is an interpretive front of pack labelling system developed to support 

consumers to make healthier food choices when selecting packaged food 

items, rather than to support the restriction of food marketing to children. 

Furthermore, the Health Star Rating system has been criticised for awarding 

similar ratings to healthy and unhealthy foods.(48)  For example many fruits 

and nuts receive a three star rating while widely accepted ‘junk’ foods receive 

2.5 stars.(48)  Further, research shows that fresh fruit and vegetables, which 

are recommended foods, frequently do not receive a five star rating.(48)  

 

(iv) The Network recommends the use of a Nutrient Profiling Model that has been 

specifically designed to guide the regulation of food marketing to children.  

The WHO Regional Office for Europe Nutrient Profile Model(49) is one such 

system and could be readily adapted to the New Zealand context.  This 

system would be used to evaluate food marketing before being aired or made 

public. 

 

(v) The Health Star Rating system was developed in conjunction with the food 

industry for use on package foods and beverages, not to support marketing 

regulation to children.  The Network does not support the use of the Health 

Star Rating System as the nutrient profiling method for new Codes. 

 

(vi) The WHO Regional Office for Europe Nutrient Profile Model(49) has been specifically 

designed to assess food and beverages for the regulation of food and beverage 

marketing to children.  The Network recommends the use of this system to evaluate 

all food and beverage marketing before it is aired or made public. 

 

9. Do you support or oppose a specific guideline on sponsorship? Why? 

(i) The Network supports a specific guideline on sponsorship.  The guideline 

should be developed in consultation with health and child rights experts, and 

children’s representatives.   

    

(ii) Sponsorship is a key marketing strategy used by companies to increase 

awareness and generate brand loyalty and product sales.(50)  Unhealthy food 
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and beverage sponsorship occurs at all levels of sport in New Zealand(51,52) 

and sport is currently an unregulated setting for food and beverage marketing. 

    

(iii) Sport plays a significant role in New Zealand children’s lives.  A substantial 

proportion (50-90%) of children engage in sport, either as players, leadership 

or support roles, or as spectators of live or televised sport.(53)  As such, New 

Zealand children are likely to be exposed to substantial levels of food-related 

sponsorship of sport.  Research demonstrates that sports sponsorship 

strongly influences children’s food preferences, choices, purchasing and 

consumption.(18,36,54–56) 

 

(iv) There is a conflict of interest between the healthy nature of sport and the 

generation of income for sporting organisations and food companies.(51)  

There is a perception that local community sports clubs are (in part) reliant on 

financial support from food and beverage companies.  However, research 

shows that this may not be the case.(57)  This situation means that small clubs, 

which typically have a high proportion of child members, are particularly 

vulnerable to unhealthy food and beverage marketing.   

 

10. Do you support or oppose the introduction of independent monitoring and evaluation 

of the code? How would this work? 

(i) The Network recommends the introduction of independent monitoring and 

evaluation of the Codes. 

 

(ii) Transparency and accountability measures to protect children and improve 

health outcomes are recommended by WHO.(1) 

 

(iii) Such action would be undertaken by a panel consisting predominantly of 

members of the health sector, children’s representatives and child rights 

advocates. 

 

11. What is your view of the sanctions imposed by the ASA when a complaint is upheld? 

(i) The Network view on the sanctions imposed by the ASA when a complaint is 

upheld as weak. 

 

(ii) The punitive measures do not provide a significant deterrent for the food 

industry nor signal the importance of the issue. 

 

(iii) The Network recommends implementing sanctions that include significant 

monetary losses for, and transparency in identifying, those companies and 

organisations that have breached the Codes.  Such companies should be 

made to compensate for the harm inflicted and financially contribute to health 

promotion activities.   

  

12. Are there environments where you consider it to be inappropriate to advertise to 

children? 

(i) According to the Report of the Commission on Ending Childhood Obesity 

“settings where children and adolescents gather (such as schools and sports 
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facilities or events) and the screen-based offerings they watch or participate 

in, should be free of marketing of unhealthy foods and sugar-sweetened 

beverages”.(1) 

 

(ii) Inappropriate settings for the marketing of unhealthy food and beverages to 

children include, but are not limited to, all educational facilities such as early-

childhood centres, schools, after-school and holiday facilities; sporting 

facilities such as sports clubs and events; health organisations; public 

facilities such as libraries, recreation centres and areas; parks and halls, 

churches, bus stops and other transportation facilities. 

 

(iii) The Network recommends that the new Codes make provision for a wide 

variety of settings where children and adolescents gather. 

 

13. Do you support or oppose combining the two codes? Why? 

(i) The Network opposes combining the two Codes.  

 

(ii) The prevalence of overweight and obesity, and type 2 diabetes in New 

Zealand children is alarming and continuing to increase.  To ensure that 

children’s diet-related health receives the attention it requires, it is crucial that 

the Code for Advertising Food remains a separate document.  

 

 

3. Summary of the Network’s recommendations 

1. The Network recommends that the review panel refer to the following WHO 

document to guide the development of the new Codes: Set of recommendations on 

the marketing food and non-alcoholic beverages to children.(2) 

 

2. The Network specifically recommends: 

 that the Codes define children as all persons under the age of 18. 

 

 that the Children’s Code for Advertising Food remain separate. 

 

 that only healthy food be advertised, and that a fit-for-purpose nutrient profiling 

system be used to evaluate all food and beverage marketing before it is aired or 

made public. 

 

 the introduction of independent monitoring and evaluation of the Codes and the 

complaints process. 

 

 that criteria and definitions within the Code are strengthened and clearly stated. 

 

 that the Codes include the examples of marketing provided in WHO’s A 

Framework for the Implementation of the Set of Recommendations on the 

Marketing of Foods and Non-alcoholic Beverages to Children (p. 10).(30) 
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 that the time restrictions for unhealthy food and beverage marketing on television 

be extended to 9pm and that restrictions on unhealthy food advertising include 

programmes where it is expected that children will make up 20% or more of the 

audience.(32) 

 

 that provision is made for food packaging and sponsorship in the new Code, and 

that allowance is made for new and evolving media formats. 

 

 that the new Codes make provision for a wide variety of settings where children 

and adolescents gather. 

 

 that an easy-to-use complaints process, which incorporates a mechanism for 

children to use, be implemented. 

 

 that the complaints process is regularly promoted to the public, similar to the 

publicity about how to complain about breaches of the Broadcasting Standards. 
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Appendix:  Child Obesity & Type 2 Diabetes Prevention Network Members 

NAME POSITION 

Tess Clarke Clinical Nurse Specialist - Diabetes Inpatients 

Dr Moira Smith Research Fellow, PhD Candidate and Dentist 

Lorna Bingham Diabetes Nurse Practitioner  

Pip Cresswell Diabetes Research Nurse 

Dr Amanda D’Souza Public Health Physician, Senior Lecturer (PhD candidate) 

Dr Gabrielle Jenkin Post-Doctoral Research Fellow 

Associate Professor Louise Signal Associate Professor 

Kirsty Newton Diabetes CNS -  Adolescents / Young Adults 

Associate Professor Jeremy Krebs Consultant & Clinical leader Diabetes/Endocrine 

Dr Amber Parry-Strong Research fellow & Diabetes Dietician 

Caroline Gordon Active Communities Manager 

Dan McNaughton Owner/Personal Trainer 

Steve Rickard Owner/Personal Trainer 

Nikki Chilcott Central Region Manager – Health Promotion 

John White Research Officer/ PhD Candidate Public Health 

Casey Williams Parent Coordinator 

Dr Janine Williams Teaching Fellow  

Dr Esko Wiltshire Associate Professor Paediatrics/Paediatric Endocrine 

Consultant 

Sera Tapu-Taala Diabetes CNS Kenepuru 

Gilli Lewis Paediatric Diabetes CNS 

Nicky Steele Communications Manager 

 Dr Nitin Rajput Paediatric Registrar 

Lindsay McTavish Diabetes CNS and CNM 

Maurice Priestley Population Health Advisor 
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Liam MacAndrew Media/Communications Advisor 

Jeannine Stairmand Health Promotion Certificate Coordinator  

Debbie Rickard Nurse Practitioner – Child Health 

Ann Gregory Paediatric dietician 

Raewyn Sutton Manager – Health Promotion 

Emma Hickson Director of Nursing, Primary Health Care & Integrated 

Care 

Ruth Richards Public Health Physician, Health Promotion 

Emma Skudder Service Integration & Portfolio Manager – Women’s and 

Children’s Health  

Vicki Robinson Public Health Advisor, Preventative Health and Chronic 

Disease Group  

Lesley Gray Senior Lecturer, Primary Health Care & General Practice 

Dr Anna Fergusson Dentist 

Dr Rosemary Hall Endocrinologist 

Heather Campbell Midwife/ CNS – Diabetes in Pregnancy 

Kathy McConville Physical Activity Advisor 

Siaosi Anamani Health Promotion Coordinator 

Vanessa Broughton  Physical Activity Advisor 

Sarah Milne Healthy Families Coach 

Susan Knox PhD Candidate 

 Nicky Boughtwood Area Coordinator 

Julie Cedarman Fundraising Coordinator 

Gabriel Ribero Owner/Personal Trainer 

Maria Hakaraia Clinical Midwife Specialist Lactation  (Maori and Pacific) 

Fran McEwen Wellington City Council 

Inge Mautz-Cooreman Project Manager 

Luiza Rigutto Teacher/HOD Technology 
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Jo Stewart Senior Dietitian 

Trish Knight  Occupational Health & Wellness Advisor 

Kathryn Hutchinson Year 13 Dean & Social Science teacher 

Judith Yeabsley Healthy Eating Advocate 

Christine Curry Diabetes Nurse 

Dr Marion Leighton General Physician 

Dr Ashley Bloomfield Director 

Dr Jayne Krisjanous Senior Lecturer, School of Marketing & International 

Business Studies 

Nicola Potts Food, Nutrition & Hospitality Teacher 

Mary MacFarlane Food & Nutrition Teacher 

Sene Kerisiano Senior Advisor, Public Health 

Robin White Executive Officer 

Janine Nash Health Promoting Schools 

Catherine Nelson Student Health Nurse 

Erin Searle Diabetes Nurse Specialist 

Kathryn Levy Nutrition & Food Technology teacher 

Meg Thorsen National dietitian 

Mary-Jane Smith Paediatric Staff Nurse 

Libby Paterson  

Michelle Green  HOD Nutrition and Food Technology 

Todd Morton Manager 

Mike Mercer Manager – Sport and Recreation 

Hayley Goodin Manager – Healthy Families NZ Lower Hutt 

Catherine Nelson Student Health Nurse 

Kim Holden Regional Diabetes Educator 

Dr Riz Firestone Research Officer 
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Rob Quigley Director 

 Sam Kemp-Milham Programme Manager – CVD and Long-term conditions 

Miranda Walker Clinical Nurse Specialist - Diabetes 

Mary Te Whiu School Nurse Porirua College 

David Fa’atafa Pacific Health Committee 

Dr Osman Mansoor Public Health Physician 

Tricia Keelan General Manager – Maori and Population Health 

Siddhartha Mehta Health Promotion Coordinator – Urban Environments 

Nooroa Kippenberger Community Health Worker – Nutrition and Physical 

Activity  

Brianna Dean Health Promotion Coordinator 

Jennie Henton  

Vikki Ambrose Health Promotion Advisor  

Nutrition and Physical Activity & Tobacco Control 

Michael Hale Public Health Physician 

Katherine Stokes Head of Food Technology/Hospitalilty 

Jessi Morgan Projects Manager 

Geoff Simmons CEO 

Nick Castro MAEd/PhD Student 

Delwyn MacKenzie Life-stile Nutrition and Natural Health 

Jane Wyllie Dietitian, Preventative Health and Chronic Disease 

Group 

Renee Vitale Healthy Communities Advisor 

Jessica Jones Health Promotion Advisor – Healthy Communities 

Dr Robyn Haisman-Welsh Dentist 

Dr Javier Stroud Medical Registrar 

Debbie Hughes Diabetes Nurse 
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Candice Apelu Project Manager – Pasifika Choice Project 

Rachel Bridgeman  

Heather Cotter Breast Feeding Educator 

Helen Lockyer  

Henry Iona Public Health Advisor, Community Health 

Lucy Leppard Health 4 Life Educator 

Chris Te’o Health Promoter & Pacific Health Advisor 

Sherylene Orsborn Personal Trainer 

Emma Smith  

Paulien van Geel Community Engagement Advisor 

Alison Pask Community Dietitian 

 

 


