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Background 
 
NHS Health Scotland is a national Health Board working with public, private and third 
sector organisations to reduce health inequalities and improve health. Our 2012–17 
corporate strategy A Fairer Healthier Scotland1 sets out our vision of a Scotland in 
which all of our people and communities have a fairer share of the opportunities, 
resources and confidence to live longer, healthier lives.  Our primary role is to work 
with others to produce, share and implement knowledge of what works to improve 
the health of the people in an equitable way, thereby reducing health inequalities.  
 
Our work spans the wider social determinants of health, shown below.  We can 
provide the Committee with further evidence in any area relating to equitable health 
improvement on request.   
 
In this submission we are focussing specifically on obesity in line with the 
Committee’s work programme.  
 
Figure 1: Social Determinants of Health  
 

 
What are Health Inequalities? 
 
The overall health of the Scottish population is continuing to improve, along with a 
decline in the death rate. However, the gaps between those with the best and worst 
health and wellbeing still persist and there are thousands of unnecessary premature 
deaths every year in Scotland. 

http://www.healthscotland.com/uploads/documents/5792-CorporateStrategy.pdf
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As set out in our Inequality Briefing Health Inequalities: What are they? How do we 
reduce them?2 health inequalities are the unfair and avoidable differences in 
people’s health across social groups and between different population groups.  
Health inequalities are unfair because they do not occur randomly or by chance, but 
are influenced by the wider social determinants detailed above.  They are avoidable 
because they are rooted in political and social decisions and priorities that result in 
an unequal distribution of income, power and wealth across the population and 
between groups. 
 
The stark reality of health inequality is illustrated by the Glasgow train line map 
below.3 Life expectancy in men goes down by two years for every station on the 
trainline travelling from Jordanhill (in the west end) to Bridgeton (in the east end). On 
average, a man born in Bridgeton can expect to live 14.3 years less than his 
counterpart in Jordanhill, and a woman 11.7 years less.4 
 
Figure 2: Health Inequalities in Glasgow  
 
 

 
 
 
Health inequalities are described and measured by comparing the health outcomes 
of different groups.  Health outcomes such as life expectancy (mortality), healthy life 
expectancy and rate of disease (morbidity) are compared using groupings such as 
social class, area deprivation, educational attainment, employment status, gender 
and ethnicity. 
 
The simplest measure of health inequalities is to compare the health of those in the 
lowest socio-economic group with those in the highest group.  The evidence shows 
that, in general, the lower a person’s position is in society, the worse their health will be.  
 

http://www.healthscotland.com/documents/25780.aspx
http://www.healthscotland.com/documents/25780.aspx
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However it is not only those in the lower socioeconomic deciles who experience 
health inequalities.  Simple comparisons of the lowest and highest groups do not 
account for the social gradient in health across the whole population.  As highlighted 
by the Scottish Government,5 health inequality affects almost everyone: 
 
“All the way, from top to bottom of society, the lower you are, the worse your health. 
The gradient includes all of us below the topmost 1 per cent.” 
 
What Causes Health Inequalities? 
There is widespread agreement that the fundamental cause of health inequality is 
the unequal distribution of: 
 

 Income: money received by individuals or groups over a specific time period.  

 Power: This is a complex concept which includes the ability or capacity to do (or 
not to do) something and control, force or influence through a variety of means. 
Power can also arise from additional resources such as knowledge, prestige, 
beneficial connections and other necessary social resources that protect health, 
no matter what mechanisms are relevant at any time.6,7 

 Wealth: Accumulated material and capital assets which provides a reserve of 
financial resources and often provides an income stream (e.g. from interest, rents 
and share dividends). 

 
These fundamental causes also influence the distribution of wider environmental 
influences on health, such as the availability of good quality housing, work, education 
and learning opportunities, as well as access to services and social and cultural 
opportunities in an area and in society. 
 
The wider environment in which people live and work then shapes their individual 
experiences of, for example, low income, poor housing, discrimination and access to 
health services.  This all results in the unequal and unfair distribution of health, ill 
health (morbidity) and death (mortality).  This is shown in the figure overleaf. 
 
Figure 3: Theory of Causation 
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What works to reduce health inequalities? 
Tackling health inequalities requires a blend of action to undo the fundamental 
causes, prevent the harmful wider environmental influences and mitigate (make less 
harmful) the negative impact on individuals. Action must be based on evidence of 
need, understanding of barriers to social opportunities and what is most likely to 
work.8 
 

 Action to undo the fundamental causes of health inequalities  
Action is needed to address the fundamental causes of social inequality which 
determine inequalities in income, employment, education and daily living 
conditions. Resources and actions need to be reallocated from interventions that 
are not effective to those focused on reducing health and social inequalities with 
the prioritisation of social equity and justice. For example:  
- Introducing a minimum income for healthy living. 
- Ensuring the welfare system provides sufficient income for healthy living and 

reduces stigma for recipients through universal provision in proportion to 
need. 

- Developing more progressive individual and corporate taxation. 
- The creation of a vibrant democracy, greater and more equitable participation 

in elections and local public service decision-making. 
- Active labour market policies and holistic support to create good jobs and help 

people get and sustain work.  
 

 Action to prevent harmful environmental influences on health inequalities  
Action is needed to ensure equity in the distribution of, for example, good work, 
high quality and accessible education and public services in line with 
proportionate universalism.  The most effective means of reducing health 
inequalities in relation to health behaviours are those which involve taxation and 
regulation to tackle causes of poor health (e.g. alcohol duty or sales restrictions). 
These interventions are also amongst the most cost-effective because they 
require fewer resources to deliver them and they have wide reach. For example:  
- Ensuring local service availability and high quality green and open spaces, 

including space for play. 
- Drink-driving regulations; lower speed limits. 
- Raising the price of harmful commodities like tobacco and alcohol through 

taxation and further restrict unhealthy food and alcohol advertising. 
- Protection from adverse work conditions (greater job flexibility, enhanced job 

control, support for those returning to work and to enhance job retention). 
- Provision of high quality early childhood education and adult learning.  

 

 Action to mitigate the effects of health inequalities on individuals  
Action is required to tackle the unfair differences in people’s experiences of 
environmental factors such as work, education and health. These differences are 
largely beyond an individual’s control but can limit their chances of living longer, 
healthier lives. Action should, therefore, be taken to ensure equal access to public 
services, targeting high risk individuals with intensive, tailored individual support 
with a focus on young children and the early years.  For example:  
- Training to ensure that the public sector workforce is sensitive to all social and 

cultural groups, to build on the personal assets of service users. 
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- Link services for vulnerable or high risk individuals (e.g. income maximisation 
welfare advice for low income families linked to healthcare).  

- Provide specialist outreach and targeted services for particularly high risk 
individuals (e.g. looked after children and homeless).  

- Ensure that services are provided in locations and ways which are likely to 
reduce inequalities in access (e.g. avoiding discrimination by language). 

- Maintain a culture of service that is collaborative and seeks to co-produce 
benefits, including health and wellbeing, through work with service users.  

 
The importance of a preventative approach 
Inequalities account for a significant element of the increasing demands on our 
public services because of a persisting cycle of deprivation: children and young 
people brought up in deprived circumstances are more likely to be deprived in later 
life, which affects the life chances of their children. The Christie Commission report9 
suggested that around 40% of our spending is currently accounted for by 
interventions that could have been avoided by prioritising a preventative approach.  
The focus needs to shift (from meeting the cost of dealing with health or social 
problems after they have developed) to prevention and early intervention. 
 
Understanding the likely impacts of interventions on health and health inequalities 
can help Scottish Government, Health Boards and local government make 
challenging decisions about where best to invest resources. Modelling work 
undertaken by ScotPHO shows that interventions focusing on individual behaviours 
(such as alcohol brief interventions, smoking cessation and anti-obesity 
interventions) have modest impacts on inequalities and overall health compared to 
interventions which redistribute income (such as increasing benefits, creating jobs 
and increasing the minimum wage).10 
Policy Context 
 
At a UK level, the Black Report11 of 1980 and the Whitehead Report12 of 1987 both 
found that health inequality is caused by wider socio-economic factors and that 
action was required on redistribution, increased public expenditure and taxation.  
Similarly, in 1998 the Acheson Inquiry into Inequalities in Health found that the root 
cause of health inequality is poverty and income inequality. 
 
The World Health Organization established the Commission on Social Determinants 
of Health in March 2005 to support global action to address the social factors leading 
to ill health and health inequities. This resulted in the report Closing the gap in a 
generation: Health equity through action on the social determinants of health.6 

 
In 2008, Professor Sir Michael Marmot was asked by the Westminster Government 
to chair an independent review into health inequalities in England.  The report, Fair 
Society Healthy Lives13, the “Marmot Review”, concluded that reducing health 
inequalities would require action across early years, good work, standard of living, 
places and communities and ill-health prevention. 
 
In Scotland, the Ministerial Task Force on Health Inequalities reported in June 2008.  
The report, Equally Well14, outlines the actions required by national and local 
government, NHSScotland and the third sector to tackle health inequalities and the 
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underlying causes of health inequalities.  It also links reducing health inequalities 
with sustainable economic growth. 
 
Since the publication of Equally Well the Scottish Government has published the 
Equally Well Implementation Plan15 and the Equally Well Review16. 
 
In 2012, the Ministerial Task Force was reconvened in order to review new evidence, 
look at lessons learned to date and highlight new areas for attention. NHS Health 
Scotland produced a Health Inequalities Policy Review17 to provide evidence to the 
task force about what works to reduce inequalities and to make recommendations for 
future strategy.  The review concluded that in order to make a real impact on health 
inequalities, the following key issues would have to be addressed: 

 The case for tackling health inequalities will have to be widely understood and be 
given the highest priority across government. 

 A shift of emphasis toward suitable use of regulatory and fiscal measures – which 
do not rely on individual take up – and away from addressing individual lifestyle 
issues and the targeting of specific areas. 

 Effective coordinated and focused action at both a national and local level. 
 
Most recently, the Health and Sport Committee’s report on health inequalities18 
published in January 2015 emphasised the need to tackle the structural causes of 
health inequalities and recognised that the responsibility to reduce health inequalities 
extends far beyond the health service.  
Obesity 
 
Prevalence 
Obesity rates in Scotland have been relatively stable since 2008 but the prevalence 
remains stubbornly high. In 2014 around two thirds (65%) of adults were overweight or 
obese, with around 1 in 4 (28%) classified as obese. Around 1 in 6 children (17%) 
were identified as at risk of obesity, with a further 14% at risk of overweight.19 

 
Consequences of obesity and financial cost 
Obesity is associated with reduced social wellbeing and quality of life. A useful 
resource that sets out the evidence on the consequences of obesity is the Public 
Health England presentation and fact sheets on Making the case for tackling obesity 
– Why invest?20 Obesity contributes to a number of health issues including: type 2 
diabetes, stroke, cancer, depression and anxiety, liver disease, osteoarthritis and 
back pain, asthma, reproductive complications, and sleep apnoea. Obesity reduces 
life expectancy by an average of 3 years, and severe obesity by 8-10 years.  

 
Obesity is associated with worse employment outcomes (lower wages, early exit 
from the workforce through sickness or early retirement) and is a source of 
discrimination for applicants and in the workplace.21, 22 Given obesity, particularly 
severe obesity, is related to lower educational attainment and living in material 
deprivation, the link between poor employment outcomes and obesity is likely to be 
the result of multiple insults of disadvantage – including, but not limited to, the 
adverse impact of obesity. 
 
The economic impacts on health, social care and other services, and on productivity 
are increasingly being recognised but are difficult to quantify. NHS Health Scotland is 

http://www.healthscotland.com/documents/23047.aspx
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currently undertaking analysis to estimate the burden and cost of hospital 
admissions in Scotland as a result of obesity-related illnesses. Previous Scottish 
Government analysis estimated that overweight and obesity combined were 
responsible for health care costs of £312 million in 2007/08, or £363 million at 2015 
prices.23 There is no universally agreed method for calculating wider economic costs 
and estimates therefore vary widely, but the estimates available all suggest the 
figure runs into billions of pounds for the Scottish economy as a whole.  
 
The key and consistent message is therefore that overweight and obesity together 
place a significant and growing burden on NHS and social care services and on the 
Scottish economy as a whole. In the light of recent trends in obesity and as the 
population ages, the strain from obesity on public services, particularly health and 
social care, is likely to increase.  
 
Causes of obesity 
Obesity occurs when energy intake from food and drink consumption is greater than 
energy use over a prolonged period of time, resulting in the accumulation of excess 
body fat. Both food and activity are important but there is a growing consensus that 
the recent rapid population rises in obesity can largely be explained by increased 
energy intake rather than decreased energy expenditure.24 The causes of obesity 
are complex encompassing biology, psychology and behaviour, set within a cultural, 
environmental and social framework. An increase in the prevalence of obesity is in 
many ways an inevitable consequence of living in a society where relatively cheap, 
energy dense foods are marketed relentlessly and where physical activity becomes 
dissociated from the normal means of getting around and working.25,26 The current 
food environment exploits people’s biological, psychological, social and economic 
vulnerabilities, making it easier for them to eat too much unhealthy food. This 
reinforces preferences and demand for foods of poor nutritional quality, furthering the 
unhealthy environment.27 
 
Tackling obesity 
Increasing physical activity and reducing calorific intake are both important 
components of a comprehensive strategy to maintain a healthy weight and tackle 
obesity. The benefits of being physically active also go beyond contributing to a 
reduction in obesity. The 2011 CMO guidelines for Physical Activity28 detail the 
recommended levels of physical activity to maintain general health and wellbeing at 
different life-stages29. There are currently no targets for meeting these new 
guidelines. The Active Scotland Outcomes Framework30 is accompanied by a set of 
national indicators and will be the key mechanism for measuring progress.  
 
In 2014 76% of children and 63% of adults were meeting the activity component of 
the guideline. However, there are considerable differences in activity levels between 
boys and girls, men and women, and older adults.31 Participation in sports also 
shows variation with a significant decline with age amongst both men and 
women from early adulthood. Reducing inactivity (a fifth of the adult population do 
less than 30 mins of activity per week) and reducing sedentary time (adults in 
Scotland sit for 5.4 hours a day on average)ibid are also important in helping to 
maintain a healthy weight and reduce chronic disease. 
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A major development in Scotland was the publication in 2014 of the Physical Activity 
Implementation Plan.32 This cross sector action plan aims to promote physical 
activity across different sectors such as the environment, health care, schools, 
workplace and sports, by encouraging each sector to provide opportunities for all 
people to be active in their daily life. Planning and design of buildings, urban space 
and greenspaces, active travel etc are important so that opportunities to be active 
are easy to do. Implementing the Place Standard,33 a tool which provides a simple 
framework to structure conversations about place and community, including moving 
around and play and recreation, is also likely to be beneficial to activity levels. 
 
As already stated, there is growing consensus that the recent rapid population rises 
in obesity can largely be explained by increased energy intake rather than decreased 
energy expenditure. The Scottish dietary goals are therefore also important. A Food 
Standards Scotland report showed that we are failing to meet the dietary goals 
concerned with intake of calories, fruit and vegetables, fats, sugar and fibre, diet has 
not changed in the last 15 years, and poor diet exists across all socio-economic 
groups but the most deprived tend to have the poorest diets.34 
 
Successfully tackling obesity is a long term, large scale commitment that requires a 
sustained and integrated portfolio of preventative measures to address the 
obesogenic environment and social norms so that healthy (food and activity) 
behaviours become easier for all.35 A range of complementary solutions, including 
regulatory actions from governments, increased efforts from industry and civil society 
and services for those wanting to lose weight is needed. There is a large and 
consistent body of literature outlining the policies needed to address obesity through 
the environment, personal responsibility and education.  The so-called McKinsey 
report, How the world could better fight obesity,ibid proposes 74 interventions across 
17 groups supported by the cost-effectiveness evidence (see Box 1 for adapted 
summary36 and Appendix 1 for an adapted list of interventions).  
 
Box 1: Areas of effective interventions for obesity reduction 
 

 
Environment 
High calorie food and drink 
access 
Workplace wellness 
Labelling 
Media restrictions 
Reformulation 
Price and promotions 
Portion control 
Subsidies, taxes and prices 
Urban environment 

Personal responsibility 
Weight management 
programmes 
Healthy meals 
Pharmaceuticals 
Surgery 
Active transport 

Education 
Parental education 
School curriculum 
Public-health campaigns 

 
There is activity in place in Scotland relevant to many of these interventions. For 
example: 

 The Healthy Living Award37, which aims to increase healthy options in the out-of-
home food retail environment. 

http://www.healthscotland.com/resources/cpps/local/placestandard.aspx
http://www.healthylivingaward.co.uk/index
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 Scottish Grocer Federation Healthy Living Programme38, which supports small 
retailers promote healthier food. 

 The Healthcare Retail Standard39, which aims to reduce the promotion of HFSS 
food and drink in shops in healthcare settings 

 Nutritional requirements for food and drink in schools40 and Universal free school 
meals for P1-341 

 The Place Standard33 

 The Physical Activity Implementation Plan42, which makes the case for increased 
action in tackling physical inactivity. 

 Weight management services, pharmaceuticals and surgery provided through the NHS.  
 
If Scotland is serious about achieving population change then this cross-sector 
systems approach must be further resourced and implemented, with multiple actions 
and strategies being implemented concurrently, whilst being mindful of the co-
dependencies and sequencing of actions required. 
 
Existing Scottish policy such as the Obesity Route Map,43 guidance for weight 
management,44, 45 the Physical Activity Implementation Plan and the Place Standard 
together contain many of the important elements of a comprehensive strategy to 
reduce obesity. The Obesity Route Map sets out a broad multi-component package 
for cross-government measures to prevent obesity and remains a ground breaking 
strategy internationally. A review of the Obesity Route Map undertaken for the 
Scottish Public Health Network concluded that progress on implementation has been 
slow and requires better monitoring.46 Food Standards Scotland have set out the 
additional evidence-based proposals to change the Scottish diet based on the 
McKinsey Report (Box 2).47 
 
Box 2: Food Standards Scotland Proposals 

 

Food Standards Scotland47 proposes  action on: 
 

 Price and promotions 

 Portion size reduction 

 Advertising and marketing 

 Reformulation 

 Taxation 

 Empowering consumers 

 Public Information campaigns 

 Education on diabetes 

 Affordability and acceptability of a healthy diet 

 Provision of consistent messaging 

 
Obesity-related inequalities  
Levels of obesity are higher in those living in the most deprived areas, with lower 
income and lower educational attainment.48 The link between material deprivation  
and obesity has been found to be stronger for women and children than men.ibid,49,24 
As awareness of the harms of obesity and necessary individual level action becomes 
understood those with the personal and financial resources are able to make 
changes to their lifestyle and immediate environment, opening an inequalities gap. 
Those living in the most socio-economically deprived circumstances experience 
multiple vulnerabilities and exposures that increase their risk of obesity.49 Obesity-
related inequalities are thus symptomatic of inequalities in the fundamental causes of 
health out-with the scope of obesity policy. From an obesity policy perspective it is 
important that an inequalities lens is applied to potential policy options to ensure that, 

http://www.healthscotland.com/documents/23276.aspx
http://www.gov.scot/Publications/2015/09/7885
http://www.gov.scot/resource/doc/238187/0065394.pdf
http://www.healthscotland.com/scotlands-health/evaluation/universal-free-school-meals.aspx
http://www.healthscotland.com/scotlands-health/evaluation/universal-free-school-meals.aspx
http://www.healthscotland.com/resources/cpps/local/placestandard.aspx
http://www.gov.scot/Topics/ArtsCultureSport/Sport/MajorEvents/Glasgow-2014/Commonwealth-games/Indicators/Active-Travel
http://www.gov.scot/Resource/Doc/302783/0094795.pdf
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as a minimum, proposals do not increase inequalities and ideally that effort is 
focused on interventions most likely to reduce the gap. 
 
The available evidence suggests that, as with the overall population rises in obesity, 
increased energy intake – rather than decreased physical activity – is the main driver 
behind the obesity epidemic in lower socio-economic groups.49 Interventions that rely 
on individual agency for behaviour change are more likely to increase inequalities 
while interventions focused on structural change are likely to have a neutral effect or 
reduce inequalities, and are also more likely to be cost effective.50 
 
Conclusion 
Tackling obesity requires addressing the social, physical and economic environment 
through an array of measures. There is substantial evidence on the sorts of policies 
that are needed to tackle obesity and a substantial body of analyses of the 
economics of obesity prevention supports the case for physical, economic and socio- 
environmental measures to reduce obesity. These are cost-effective in their own 
right and they are also required to maximise the duration of weight loss arising from 
weight management programmes for individuals. The most cost-effective measures 
to prevent and manage obesity, and the most likely to help tackle inequalities, are 
regulatory and fiscal based measures that have wide reach and lie outside the health 
sector. The challenge is building the will to support these policies and translating 
them into feasible implementation with enough dose, scale, consistency and co-
ordination to make a difference.  
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Appendix 1: Effective iinterventions across 16 groups 
         

 Highlighted interventions were assessed for potential scaled impact 
and  cost-effectiveness. Those not assessed either did not have 
sufficient quality data or were not relevant in the context of the United 
Kingdom (our pilot geography for this analysis) 

 

Area Theme Activities 

1. Active 
Transport 

Urban redesign: 
walking 

Government authorities redesign urban 
planning to facilitate and encourage 
walking 

Urban redesign: 
cycling 

Government authorities redesign urban 
planning to facilitate and encourage 
cycling 

Disincentivise driving   Government authorities redesign tariffs, 
pedestrianization, and parking laws, and 
improve the quality of public transport  

2. Healthy 
meals 

Free compulsory 
meals for all 

Government provides free compulsory 
school meals and improves quality 

Subsidized 
compulsory school 
meals for all 

Government subsidizes compulsory 
meals and improves health quality. 

Free healthy meals in 
the workplace  

Employers provide free healthy meals 

Supermarket targeted 
promotions 

Grocery retailers promote healthy eating 
through campaigns and recipes  

Lower-calorie options 
in the workplace 

Employers introduce healthy options in 
canteens but do not remove existing 
options 

3. High calorie 
food and drink 
availability 

Supermarket layout: 
space 

Grocery retailers allocate greater share 
of space to healthier products and 
categories   

 Supermarket layout: 
prominence  

Grocery retailers allocate greater 
prominence (aisle ends, checkout 
counters, store entry) to healthier 
products   

 Reduced access to 
high calorie food in 
schools: regulated 

Government bans vending machines 
and snack shops in schools  

 Reduced access to 
high calorie food in 
schools: self-
regulated  

Schools voluntarily ban vending 
machines and snack shops  

 Reduced access to 
high calorie food in 
the workplace 

Employers remove vending machines 
and easy access to high calorie foods 

 School canteen 
layout  

Schools place healthier canteen areas 
(e.g. vegetables, fruit and salad) more 
prominently  
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 Workplace canteen 
layout 

Employers place healthier canteen 
areas (e.g. vegetables, fruit and salad) 
more prominently 

4. Labelling Calorie/nutrition 
‘plain’ labelling on 
package: regulated  

Government mandates nutritional 
labelling on all packaged foods  

 Calorie/nutrition 
‘plain’ labelling on 
package: self-
regulated 

Industry self-regulates nutritional 
labelling on all packaged foods  

 Calorie/nutrition 
‘engaging labelling on 
package: regulated 

Government mandates front of pack 
‘engaging’ format nutritional information 
(e.g. traffic-light labels) on all packaged 
foods.  

 Calorie/nutrition 
‘engaging labelling on 
package: self-
regulated 

Industry self regulates front of pack 
‘engaging’ format nutritional information 
(e.g. traffic-light labels) on all packaged 
foods. 

 Portion size 
‘engaging’ labelling 
on package: 
regulated  

Government mandates ‘engaging’ 
portions information on each package in 
a clearly communicated way.  

 Portion size 
‘engaging’ labelling 
on package: self-
regulated 

Industry self-regulates engaging 
portions information on the front of the 
package in a clearly communicated way. 

 Nutrition labelling in 
restaurants: regulated  

Government mandates labelling on 
menus and shelf choices in fast-food 
restaurants   

 Nutrition labelling in 
restaurants: self-
regulated 

Fast food restaurants label menus and 
make shelf choices 

 Nutrition ‘plain’ 
labelling: workplace 

Employers provide workplace canteen 
nutritional labelling 

 Nutrition ‘engaging’ 
labelling: workplace 

Employers provide engaging workplace 
canteen nutritional labelling (e.g. traffic 
light labels? 

 Aggregate meal 
calorie labelling: 
workplace 

Employers provide aggregated 
nutritional content and traffic light labels 
at checkout 

 Aggregate meal 
calorie labelling: 
restaurants   

Fast food restaurants provide 
aggregated nutritional content and traffic 
light labels at checkout 

 Aggregate meal 
calorie labelling: 
retailers 

Retailers provide traffic light rating of 
basket contents at checkout 

5. Media 
restrictions 

Media restrictions on 
high calorie food 
advertising on all 

Government restricts advertising of high 
calorie foods on all advertising supports 
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supports: regulated  

 Media restrictions on 
high calorie food 
advertising on TV: 
regulated 

Government restricts advertising of high 
calorie foods on TV from 6 a.m. to 9 
p.m. 

 Media restriction: 
self-regulated 

Food and beverage industry voluntary 
restricts high-calorie food advertising 
(e.g., to children) 

6. Parental 
education 

Parental education: 
pre-schoolchildren 

Government authorities provide 
educational program (e.g., 12-week 
course) to parents of 
pre-schoolchildren covering nutrition 
and parental feeding styles, and 
providing opportunities 
for physical activity 
 

 Parental education: 
schoolchildren 

Government authorities provide 
educational program (e.g., 12-week 
course) to parents of 
schoolchildren covering nutrition and 
parental feeding styles, and providing 
opportunities for 
physical activity 
 

7. 
Pharmaceutica
ls 

Over-the-counter 
pharmaceuticals 

Provision of non-prescription weight-loss 
drugs 
 

 Prescription 
pharmaceuticals 

Medical prescription of weight-loss 
drugs 
 

8. Portion 
control 

Reduced portion size Food producers reduce average portion 
sizes 

 Reduced portion size: 
restaurants 

Restaurants reduce average portion 
size of meals and snacks 
 

 Reduced portion size: 
workplace 

Employers reduce average portion size 
of foods in workplace canteens 

 Reduced portion size: 
reduce portions of 
high-calorie 
beverages 

Beverage producers reduce average 
portion sizes of high-calorie beverages 

 Eliminate “supersize” 
items from menus 
and product ranges 
 

Remove extra-large single-serve 
portions from packaged food ranges and 
restaurant menus 

9. Price 
Promotions 

Price promotion 
reconfiguration: 
regulated 

Retailers and producers restrict 
promotional activity (e.g., two-for-one) of 
high-calorie food and 
Beverages 

 Price promotion Food producers/retailers voluntarily 
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reconfiguration: 
voluntary 

increase price of high-calorie food and 
beverages 
 

10. Public 
Health 
campaign 

Comprehensive 
public-health 
campaign 

Government launches public-health 
campaign promoting healthy habits 
across various media 
(e.g., TV, radio, out-of-home 
advertising) 
 

11. 
Reformulation 

New “better for you” 
products 

Introducing new product ranges with 
improved nutritional profile, and 
advertised as such 
 

 Stealth product 
reformulation: food 

Food producers deliver small, 
incremental changes to formulation of 
food products (e.g., 
reduction in sugar) that consumers do 
not notice 
 

 Stealth product 
reformulation: 
beverages 

Beverage producers deliver small, 
incremental reduction in the caloric 
content of beverages 
that consumers do not notice 

 Stealth product 
reformulation: 
restaurants 

Fast-food retailers deliver small, 
incremental changes in the formulation 
of food products that 
consumers do not notice 
 

12. School 
Curriculum  

School temporary diet 
and exercise 
programs 

Schools provide short-term intensive 
nutritional education or exercise 
programs 
 

 School curriculum 
mandates physical 
activity: regulated 

Schools mandate or increase the 
amount of physical activity in the 
curriculum 
 

 School curriculum 
includes nutritional-
health education: 
regulated 

Schools include or increase the amount 
of nutritional-health education 
 

13. Subsidies, 
taxes and 
prices 

Relative price 
increase: regulated 

Government introduces a tax in order to 
drive price increases on certain types of 
food or 
nutrient 
 

 Relative price 
increase: reduced 
agricultural subsidy 

Government reduces subsidies on 
certain food commodities that drive 
prices (e.g., processed 
foods such as corn, sugar, and palm oil) 

 Relative price Government subsidizes fresh food such 
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decrease on fresh 
produce and staple 
foods: increased 
agricultural subsidy 
 

as fruit and vegetables 
 

 Relative price 
decrease on fresh 
produce and staple 
foods: personal 
subsidies 
 

Government provides personal 
subsidies (e.g., food stamps for low-
income individuals for sole 
use on certain healthy food types) 
 

14. Surgery Bariatric surgery: 
gastric banding 

Provision of gastric-banding surgery 

 Bariatric surgery: 
gastric bypass 

Provision of gastric-bypass surgery 
 

15. Urban 
Environment  

School physical 
exercise facilities 

Government authorities/schools invest 
in higher-quality physical exercise 
facilities 
 

 Improved community 
sports facilities and 
programs 

Government authorities increase access 
to community sports facilities and 
programs 
 

 Supermarket 
availability  

Retailers increase presence in areas 
with poor access to grocery stores 
 

16. Weight 
management 
programmes  

Personal technology 
and wearables to 
support healthy 
eating and physical 
activity: cross-
platform 
 

Health systems/employers provide 
personal technology platforms and 
wearable technology to 
support goal setting, tracking, and 
measuring of key behaviour and health 
outcomes 
 

 Health-system 
individual counselling 

Health system provides a short-term 
(e.g., 12-week) one-to-one counselling 
program on 
nutrition and how to change dietary and 
physical activity behaviour 
 

 Health-system group 
counselling 

Health system provides a short-term 
(e.g., 12-week) group counselling 
program on nutrition 
and how to change dietary and physical 
activity behaviour 
 

 Physical activities on 
prescription 

Health system prescribes physical 
activities and provides free gym 
membership or other 
facilitative measures 

 Commercial weight- Commercial provision of weight-
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management 
programs 

management programs (e.g., Weight 
Watchers) that include 
group counselling, goal setting, and 
community support 
 

 Short-term, intensive 
weight-management 
programs: adults 

Health-care system or commercial 
market provides short-term (e.g., two- to 
six-week) 
residential “boot camp” providing 
nutritional education and physical 
activity to adults 

 Short-term, intensive 
weight-management 
programs: children 

Health-care system or commercial 
market provides short-term (e.g., two- to 
six-week) 
residential “boot camp” providing 
nutritional education and physical 
activity to children 

 Weight management 
around childbirth 

Health-care system provides weight-
management advice as part of pre- and 
postnatal care 
 

17. Workplace 
wellness 

Workplace team 
challenge incentive 
schemes 

Employers provide team challenge 
activities to encourage physical activity 
and improved key 
health indicators 

 Workplace individual 
challenge incentive 
schemes 

Employers provide individual challenge 
activities to encourage physical activity 
and improved 
key health indicators 
 

 Employer material 
(financial) incentive 

Employers provide material incentives 
for improved key health indicators (e.g., 
discounts on 
insurance premiums, gym membership, 
prizes) 
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