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Introduction

Childhood obesity global prevalence rates and trends 
The World Health Organization (WHO) has identified 
childhood obesity (CHO) as one of the most serious 
public health challenges of the 21st century. Globally, 
childhood obesity numbers are nearly doubling 
every 10 years: the estimated number of children 
aged 5 – 19 years living with obesity has increased 
from 86 million in 2010 to 158 million in 2020 and 
projected to be 254 million in 2030.1 Despite the 
agreement of Member States to the Global targets 
for CHO of no increase in the prevalence of obesity 
[based on 2010 levels], no country has a better 
than 50% chance of meeting their target to halt the 
rise in CHO.2 No country is on track to meet the 
WHO targets for CHO by 2025,i and UNICEF raised 
concerns that “more children and young people are 
surviving, but far too few are thriving,” drawing on 
the trend that, while mortality from undernutrition is 
decreasing, levels of obesity are rising.3

Obesity is a chronic disease that independently 
contributes to poor health outcomes and mortality 
but also increases risk for other chronic diseases 
such as cardiovascular diseases, diabetes and 
some forms of cancer. CHO also has severe mental 
health consequences that lead to lower levels of 
self-esteem, higher likelihood of being bullied, 
poorer school attendance levels and poorer 
school achievements. CHO is a risk factor for poor 
psychosocial outcomes, which are in part mediated 
by external and internal weight bias and obesity 
stigma. Psychological impacts include poor body 
image, anxiety, stress and depression. Preventing 
and treating CHO therefore provides an important 
opportunity to halt a course to poor health and 
social outcomes in adulthood.

The WHO Commission on Ending Childhood Obesity 

FIGURE 1. 

Number of children 5-19 years old living with obesity.
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i  Target 7: Halt the rise in obesity 
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FIGURE 2. 

ECHO six key areas of action.
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In response to rising rates of CHO globally, the 
WHO Commission on Ending Childhood Obesity 
published a comprehensive framework for action 
in its report Ending Childhood Obesity (ECHO).4 
The Commission was established by WHO Director-
General Margaret Chan in 2014, and held a two-
year global consultation process, mainly looking 
for evidence-based interventions that could be 
recommended. The Commission presented its 
final report on 25 January 2016 in which it aimed 
to specify the approaches and combinations of 
interventions which are likely to be most effective 
in addressing childhood and adolescent obesity in 
different contexts around the world (Box 1). 

ECHO identifies six priority areas for action 
related to governance, leadership and 
surveillance to support the implementation of the 
recommendations (Figure 2). The recommendations 
take a life-course approach and recognise 
that the rise in CHO can only be stopped if 
governments work across ministries and adopt a 
multisectoral approach to ensure health-promoting 
policy coherence (all-of-government approach) 
and collaborate with the medical profession, 
communities, youth, the private sector and civil 
society organisations (CSOs). The report recognises 
the need to be mindful of some of the challenges 
and opportunities that may arise of working 
simultaneously with governments, CSOs and the 
private sector.

 
BOX 1. GOALS OF ECHO

ECHO has two overarching goals:

1. To prevent children and adolescents from 
developing obesity

2. To treat pre-existing obesity in children  
and adolescents 

in order to reduce the risk of morbidity and 
mortality due to noncommunicable diseases, the 
psychosocial effects of obesity both in childhood 
and adulthood and the trans-generational risk of 
developing obesity.
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Civil society response to ECHO
In October 2016, World Obesity, NCD Alliance and 
World Cancer Research Fund International wrote 
a Joint Response to the Draft Implementation 
Plan,5 highlighting how recommendations 
were insufficiently detailed and should include 
suggestions for targets and indicators of 
progress. Furthermore, they asked: could the 
current framework - articulated around six priority 
areas for action - inadvertently promote a siloed 
approach to obesity interventions? 

In 2019, World Obesity held its first annual Global 
Obesity Forum and organised a CHO roundtable 
with the aim to increase coordination and 
communication across stakeholders and to also 
identify where World Obesity could play a useful 
role as a leading and globally recognised CSOs 
in the field of obesity. The session at the Global 
Obesity Forum identified the following priorities to 
address CHO:

• Overcoming barriers to implementation including 
political ideology, commercial interests, lack of 
prioritisation of child health in government policies 
and lack of community engagement. 

• The voice of the child and lived experience and 
finding a common narrative using messaging that 
resonates and ensuring access to prevention and 
treatment. Lived experience should include both 
obesity itself and the conditions that obesity drives. 

• Coordination and having a convening role.

In 2020, World Obesity held a series of virtual 
meetings with a group of key CHO stakeholders, 
focused on assessing the implementation of 
WHO’s ECHO six key areas of action. The aim of 
the meetings was to identify cross-cutting and 
shared opportunities, learning and concrete 
actions to help drive forward policies to address 
CHO in line with the WHO’s ECHO plan. 

5
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What can we learn from global  
implementation experiences? 

Cross-cutting barriers and enablers to the ECHO Plan
Around the world, implementation examples 
based on the work outlined in ECHO are 
emerging, highlighting successes, challenges 
and good practices. Drawing on case studies 
(Annex 1), World Obesity’s first CHO stakeholder 
meeting identified the following barriers and 
enablers (Figure 2). 

Cross-cutting barriers to the implementation  
of ECHO include: 

Double and triple burden of malnutrition: 
Many countries today are facing a triple burden 
of malnutrition,ii which will likely worsen due to 
COVID-19 and increase risks of food insecurity, 
making the politics of the response even  
more challenging. 

Policy inertia: CHO has been considered in 
isolation of other major problems which are facing 
similar policy implementation challenges, including 
undernutrition, leading to slow and inadequate 
responses.6 (Figure 3). As highlighted in the Lancet 
Commission on Obesity, “this policy inertia stems 
from the reluctance of political decision-makers to 
implement effective policies, powerful opposition by 
vested commercial interests, and insufficient demand 
for change by the public and civil society.”6 

Siloed approach to health interventions: CHO 
has largely been approached in a siloed manner, 
looking at prevention and treatment strategies in 
isolation. There is a lack of obesity prevention and 
management interventions, resulting in very few and 
dispersed interventions lacking a comprehensive 
approach. Furthermore, existing programmes have 
largely been disease specific rather than health 
focused and consistently fail to put children at the 
centre of policies. 

ii  Undernutrition (wasting), micronutrient deficiencies and overweight/obesity 
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Lack of investment: The OECD’s Heavy Burden 
of Obesity report also shows that OECD countries 
spend about 8.4% of their healthcare budget to 
provide treatment for overweight-related diseases.7 
With the evidence indicating that every dollar spent 
on obesity prevention generates up to more than a 
six-fold economic return,8 actions to address CHO 
should be a government priority. Unfortunately, 
investments remain insufficient, including for 
prevention activities related to noncommunicable 
diseases (NCDs), obesity and the risk factors. 
Furthermore, in light of the changing nutritional 
landscape and CHO expected to most severely 
impact LMICs, official development assistance is not 
being sufficiently oriented to driving double duty 
actions. Today, very few global donors are willing to 
support CHO prevention. 

Lack of quality guidelines: The lack of funding 
and resources available for CHO interventions 
is compounded by a lack of quality guidelines, 
both for children and their families, as well as for 
healthcare practitioners (HCPs). Often, they are 
of low quality and do not consider the challenges 
and barriers that HCPs face in practice in providing 
good quality support. Guidelines and policies also 
lack meaningful participation from children and 
families affected by obesity and other NCDs.

FIGURE 3. 

Examples of triple-win policies that can help ensure a healthy recovery from COVID-19
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Stigma and obesity: The stigma and the common 
narrative which frames obesity as the responsibility 
of the individual sufferer further detracts from 
support for comprehensive prevention and 
management measures while simultaneously 
causing issues for treatment. Stigma is a social 
determinant of health and reducing stigma should 
be a goal of any interventions designed to prevent 
or manage CHO. 

Focus on individual-level interventions: Previous 
interventions have largely focused on individual-
level interventions around nutrition and physical 
activity. However, experts are increasingly 
recognising the biological role of the energy 
regulatory system that drives obesity-related 
behaviours and the potential for therapeutics 
that target these WHO’s social determinants of 
health framework shows how health outcomes 
are dependent on factors that lie outside the 
health sector, and are influenced by economic, 
environmental and social determinants.11

Interference from the food industry: Long 
experience in attempting to regulate the marketing 
of commodities which cause ill-health shows 
that policies to intervene in food and beverage 
markets will be opposed by interests that benefit 
from the status quo. Research into the commercial 
determinants of health finds “strategies and 
approaches used by the private sector to promote 
products and choices that are detrimental 
to health,”12 and that industry resources are spent 
counteracting health promotion messages. 

While children are less commonly affected by 
COVID-19 than older people, young people with 
obesity are at higher risk than their peers of 
severe outcomes. The measures taken to curb the 
COVID-19 pandemic are also likely to increase 
health inequalities and worsen the CHO epidemic. 
However, the current pandemic also presents 
us with an opportunity to change current 
approaches to CHO,13 address some of the 
upstream factors driving the parallel pandemic 
and identify enablers to implement CHO policies 
and interventions: 

Political will: In light of the COVID-19 pandemic, 
governments around the world are now 
acknowledging the urgency of addressing this 
parallel epidemic, providing them an opportunity 
to step up action on obesity and other NCDs, 
both within their response to and recovery from 
the current pandemic. They are recognising 
the importance of adopting systemic and 
multisectoral approaches to address all forms of 
malnutrition, including overweight and obesity, 
and the importance of regulation in creating 
health promoting environments, focusing political 
and public attention on obesity prevention and 
management, while also seeking to implement 
evidence-based actions to help the whole of 
the populations become healthier. Politicians, 
bureaucrats and policymakers have significant 
influence over the social determinants of health and 
they can be strong advocates and often have the 
capacity to mobilise partners, both in the private 
and public environment.15

Coalitions with diverse stakeholders: Currently, 
there is an uncaptured need and interest in the 
space of CHO among policymakers. The capacity 
of CSOs to support and protect public health and 
healthcare system action on obesity is severely 
underresourced and needs strengthening. CSOs 
and other stakeholders, including youth, families 
and the private sector can serve as a bridge and 
resource to cover this gap. 

Include people with lived experience and 
guideline/policy beneficiaries, including children 
and young people: There are a range of tools 
and techniques for community engagement 
and community participation, for example asset 
mapping, participatory research, co-creation 
workshops,iii person-centred guidelines,17 
communication campaigns, awareness raising,  
and advocacy.16 

iii  Plan, Assess and Involve

8
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Evidence-based approach: Case studies show that 
there has been significant action at country level. 
We need to adopt evidence-based approaches 
and learn from experience based on other 
countries’ implementations, while contextualising 
interventions to and improving data collection at 
the local level.

Raise awareness: There is an opportunity to 
increase education around the causes of CHO and 
awareness that it is both a disease and a risk factor 
for other NCDs. 2021 is an important year  
to address ‘malnutrition in all its forms’,iv and we 
need to ensure CHO is amplified in the different 
key moments. 

Use existing structures: Existing clinical practice 
guidelines can be delivered through existing 
primary care frameworks and strategies. As routine 
interactions are already in place, it is important 

that we leverage this opportunity for interventions. 
This will require increased specialised training 
for HCPs as well as development of biologically-
based therapeutics that can be utilised in the 
primary care settings and funding structures to 
implement guidelines and deliver interventions. 
Child health should be integrated in spatial and 
financial planning strategies at all time.19 Planned 
interventions should focus on generating changes 
in the social, physical and individual environments. 

Adopt a whole of society and whole of 
government approach: Take a coherent and 
comprehensive approach, and ensure policies and 
interventions consider the role and importance of 
different environments including the education, 
health, food, social protection and water and 
sanitation systems. 

iv Key moments will include the Nutrition For Growth and Food Systems Summit
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Actions needed to increase government leadership to ensure 
comprehensive implementation of CHO policies across ECHO framework
World Obesity’s second CHO stakeholder 
meeting allowed the identification of ways in 
which to raise CHO up government agendas 
and secure the political will for comprehensive 
action. We identified three overarching actions: 

Adopt a child’s rights approach: The UN 
Convention on the Rights of the Child (CRC) sets 
legal obligations to protect and safeguard the 
health and wellbeing of all children up to 18 years 
of age (Box 2). Enforcing children’s rights should 
be at the centre of government efforts to create 
healthy, safe and sustainable living environments. 
Interventions to address CHO should focus on 
addressing overall health behaviours and seek 
to increase levels and access to physical activity, 
reduce sedentary behaviours and ensure access to 
nutritious foods and equal access to treatment.

Change and reframe the existing narrative: 
Enabling all children to be healthy should be the 
overarching message. The current framing is 
stigmatising and there is a clear need to reframe 
the narrative to reduce stigma and promote health 
for all children and their families. Guy’s and St 
Thomas’ (GSTT) work focuses on changing the 
perception of what it means to protect children’s 
health, to catalyse systemic change. As highlighted 
by GSTT, framing plays a key role in the successful 
implementation of policies and interventions (Box 
4). This would also help to prevent narratives that 
cast shame and blame to children and families 
affected by obesity. 

Use legally binding, accountability frameworks: 
The adoption of legal approaches and frameworks 
increases the accountability of governments to act 
and ensure the necessary resources are available 
and accessible to all (Box 3). The careful design, 
implementation and monitoring of interventions 
would allow for best-practices and draw from 
previous wins and challenges when developing and 
implementing new interventions.

BOX 2. A CHILD’S RIGHTS APPROACH TO 
ADDRESS CHILDHOOD OBESITY 

The Convention on the Rights of the Child (CRC)

Adopted by the United Nations in November 
1989, all but one country have ratified the 
Convention on the Rights of the Child (CRC). This 
legally binding treaty outlines children’s rights 
and holds governments accountable to meet 
children’s basic needs. With regards to food 
and nutrition, Article 24 of the CRC states the 
following:20

“1. States Parties recognize the right of the 
child to the enjoyment of the highest attainable 
standard of health and to facilities for the 
treatment of illness and rehabilitation of health. 
States Parties shall strive to ensure that no child 
is deprived of his or her right of access to such 
healthcare services.  
2. States Parties shall pursue full 
implementation of this right and, in particular, 
shall take appropriate measures:

(c) To combat disease and malnutrition, 
including within the framework of primary 
healthcare, through, inter alia, the application 
of readily available technology and through 
the provision of adequate nutritious foods and 
clean drinking-water, taking into consideration 
the dangers and risks of environmental 
pollution 

(e) To ensure all segments of society, in 
particular parents and children, are informed, 
have access to education and are supported 
in the use of basic knowledge of child health 
and nutrition, the advantages of breastfeeding, 
hygiene and environmental sanitation and the 
prevention of accidents.” 

In addition, the CRC also holds governments 
accountable for providing access to healthcare 
and treatment for illnesses.

10
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BOX 3. ELIGE VIVIR SANO 

Elige Vivir Sano 

Like in many other countries in the region, CHO is on the rise in Chile, with estimates showing that 
by 2030, one in four children will be living with obesity. As a response to the exponentially rising 
prevalence from 61% in 2003 to 67% in 2010, the government created the Elige Vivir Sano programme, 
led by the Chilean First Lady. The programme adopts an intersectoral and systemic approach to 
convene and coordinate public and private initiatives to facilitate healthy eating, physical activity and 
wellbeing in order to prevent obesity. Today, 38% of individuals familiar with the programme claim to 
have changed their behaviours as a response to it. 

In May 2013, the establishment of Law 20.670 led to the creation of the Elige Vivir Sano System, 
a management model based on policies, plans and programmes elaborated and implemented by 
different sectors, aimed to contribute to generate healthy lifestyles, and prevent and reduce NCD risk 
factors. The Law also created the Elige Vivir Sano Secretariat, a public agency in the Ministry of Social 
Development and Family, with a focus on obesity prevention. The programme itself triggered a number 
of national achievements in the field of nutrition and healthy living: Improvements to the School Meals 
Programme, with a policy implemented that enabled local purchases from small scale farmers and 
included healthier food options such as fruits, vegetables, fish, legumes, whole grains and water, as well 
as traditional food and recipes.

• Implemented gardens in schools and communities

• Applied tax benefit measures to diminish food loss and waste

• Applied the sugar-sweetened beverage tax which diminished consumption by 21.6% 

BOX 4. REFRAMING CHILDHOOD OBESITY 

Reframing childhood obesity: changing the conversation to influence policy

Guy’s and St Thomas’ Charity (GSTT) aims to address complex health issues in the London boroughs 
of Lambeth and Southwark by working in partnership with a number of sectors, organisations and 
individuals. GSTT takes a place-based approach in the two boroughs, addressing health inequalities 
in a way that can also have a national and international impact. Among its work, GSTT has a 10-year 
programme on CHO aiming to close the CHO inequality gap and bring levels from the poorest areas 
down to the ones of more affluent ones. By adopting a place-based approach, GSTT wants to change 
the perception of what it means to protect children’s health and to catalyse systemic change. 

CHO is often associated with poor willpower and bad parenting. However, through their work, GSTT 
produced more evidence on the role external environments play on CHO levels, emphasising that 
current systems are not conducive to healthy lifestyles, especially in urban areas where high levels of 
poverty and inequality may exist. 

The propagation of such stereotypes and myths can be damaging and exacerbate existing stigma, not 
only among the general population but also amongst HCPs. For this reason, GSTT has been working 
with the Frameworks Institute to change the narrative and recently released a HealthFirst toolkit The 
toolkit aims to encourage continuous testing and refinement of communications activities around CHO.

www.worldobesity.org
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What sectors need to be engaged with CHO policies and how do we 
enhance policy integration?
World Obesity’s third CHO stakeholder meeting 
discussed challenges and opportunities for 
engaging different actors in CHO policies and 
identify key action points for increasing action 
and accountability for effective action. CHO 
is moralised as individual or parental failure 
whereby children and parents are stereotyped 
as lacking education or willpower and making 
poor choices. However, CHO is primarily driven 
by commercial and biological forces beyond the 
control of the individual: the reality is that our 
physical and social environments, including  
food systems, are not conducive to good health 
for everyone. 

Given the complexity of CHO, policies and 
interventions to address CHO should: 

Implement policy packages: The roots of 
obesity are quite complex and can be genetic, 
physiological, psychological, sociocultural, 
commercial, economic or environmental. Working 
across sectors and specialities is therefore of the 
utmost importance. To successfully address the 
growing CHO epidemic, the focus should be on 
implementing packages of policies and ensure 
these consider the role external environments  
have to play. 

Be implemented across different environments: 
There is no silver bullet intervention to address 
CHO: policies shouldn’t be considered in isolation. 
Rather, actions to prevent and treat CHO should be 
implemented in a non-stigmatising manner across a 
variety of settings (school, community, home, health 
systems), at all levels of governments, incorporate 
a variety of approaches and involve a wide range of 
stakeholders (Box 5). 

• Passing of law 20.606 that regulates front-of-package labelling system with black stamps denoting 
foods high in fat, sugar and salt, prohibits marketing of food with stamps targeted towards children, and 
restricts offers and sales of these products in schools. This law reduced the exposure of adolescents to 
food marketing by 52% and the consumption of sugary beverages by 23.7%

• Implemented an intersectoral strategy in 2019 to put in place measures to ensure food security and 
encourage healthy lifestyles. 

The System now implements Chile’s Zero Obesity Strategy, which aims to stop the rise of obesity rates in 
Chile by 2030 through initiatives that support healthy eating, physical activity and wellbeing. 

BOX 3. ELIGE VIVIR SANO (CONTINUED)
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Primary healthcare: Primary care professionals 
are in an advantageous position to follow a child’s 
health over the life-course and support person-
centred care. Working with primary healthcare will 
require not only an increase in available funding, 
but also more evidence-based and child-centred 
guidelinesv and increased training of HCPs to ensure 
they are able to approach the topic in a sensible, 
culturally appropriate, non-stigmatising manner. In 

addition, advanced treatment options such as anti-
obesity medication need to be made available to the 
primary care provider as well as proper training on 
responsible prescribing and safety evaluations.

Include the voices of young people: Children 
and youth should help formulate a better narrative 
and construct the narrative which will help us to 
understand what we are fighting for.

v As an example, Obesity Canada is currently developing new evidence-based guidelines for managing paediatric obesity. These guidelines 
include the participation of children and their families: https://obesitycanada.ca/oc-news/update-clinical-practice-guidelines-for-managing-
pediatric-obesity/

vi This was initiated as a consequence of a COVID-19 lockdown but is continuing with government support

BOX 5. BARBADOS’ CHILDHOOD OBESITY PREVENTION CAMPAIGN 

CHO prevention: multi-stakeholder strategies

Rates of childhood overweight and obesity have been fastest rising in small island developing states.  
In Barbados, 31% of children are living with overweight or obesity and local fast-food companies 
advertise in primary school classrooms, branding blackboards, book covers, pencil cases etc. NCDs 
cause eight out of every 10 deaths in the country and 20% of men and 13% of women will die 
prematurely from NCDs (between the ages of 30 and 70 years).21 In light of the growing prevalence 
rates, the Heart & Stroke Foundation of Barbados launched in 2018 a Childhood Obesity Prevention 
Campaign to Advocate for WHO evidence-based school policy, including a ban on sale and marketing 
of sugar-sweetened beverages and high in fat, sugar and salt products in schools. The campaign 
consists of four multi-stakeholder strategies:

• The Barbados Childhood Obesity Prevention Coalition, composed of 23 CSO members,  
35 concerned citizens and 23 youth advocates.

• Collaboration with government agencies, including partnership with the Mitigation unit within the 
Prime Minister’s office, secured the distribution of fruits and vegetables for over 300 people living 
with NCDs through the Healthy Hampers Initiative.vi

• Model Schools Project, where six schools identified in 2019 and interested in healthy environments 
banned sale and marketing of sodas. Initially started as a pilot project, all of them have continued 
implementing the ban. This has been very important in showing governments the implementation 
possibility and techniques. Successes for the implementation included the sensitisation of teachers, 
education of parents, vendor training by nutrition team, and education for students on labels/ 
health alternatives. 

• Youth sub-committee, composed of 23 youth advocates including university students, professors  
and athletes. Recently, they launched a youth digital advocacy strategy, tagging policy makers. 

www.worldobesity.org
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BOX 5. BARBADOS’ CHILDHOOD OBESITY PREVENTION CAMPAIGN (CONTINUED)

The simultaneous implementation of these strategies has led to the Barbados Ministry of Health and 
Wellness to announce in June 2020 a plan for a National Schools Nutrition Policy, and a ban on SSBs 
will be carefully considered. Today, the Coalition continues to be involved in discussions, including  
by working with the National Nutrition Centre to look at how to collaborate to improve the School  
Meal Programme. 

The Heart & Stroke Foundation of Barbados and the Coalition have ensured ongoing monitoring of 
its various projects and campaigning through mapping, quantitative and qualitative studies carried 
out by their partners under the Global Health Advocacy Incubator Programme. There has also been a 
monitoring and evaluation system designed for the model schools. 

The proposed School Nutrition Policy has also included monitoring and evaluation systems that will  
be able to measure compliance to the policies and effects on students’ BMI, amongst other things.  
A number of lessons were learnt: 

• CSOs in small developing countries need to collaborate to amplify their influence on policy making. 
CSOs are in themselves small and are not financially heavy weights. Collaboration allows them to 
share financial and human resources to have a more significant impact on national processes. 

• The Model Schools Project has shown that with the implementation of national policies, it is difficult 
for schools to manage opposing views among the parent body or to manage vendors outside of the 
schools. We have seen that the effectiveness of the ban was based on the determination of the  
school principal. 

• The Model School Programme has shown that schools can be compliant to COP policies and can 
influence their students to accept the changed environment with little push back. 

• Any policies must be supported by sensitisation of key stakeholders and support for the vending 
community via training and information. 

The involvement of youth in the advocacy programme for COP has been very effective as they gain  
the attention of their peers and policy makers.

14
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Including obesity in Universal 
Health Coverage (UHC)
According to WHO, “UHC means that all 
individuals and communities receive the 
health services they need without suffering 
financial hardship. It includes the full spectrum 
of essential, quality health services, from 
health promotion to prevention, treatment, 
rehabilitation, and palliative care. UHC enables 
everyone to access the services that address 
the most significant causes of disease and 
death, and ensures that the quality of those 
services is good enough to improve the health 
of the people who receive them.”22 

The inclusion of obesity in UHC would ensure 
children, adolescents and their families have 
access to adequate prevention and treatment 
services. Based on a survey with over 100 
obesity specialists from 32 countries around 
the world,23 World Obesity identified the 
following as the most commonly cited barriers 
to obesity treatment: 

• people living with obesity often cannot get 
a diagnosis (because obesity is not classified 
as a disease) or 

• access the treatment they need from 
knowledgeable and trained health 
professionals, are forced to incur substantial 
out-of-pocket expenditures to receive 
appropriate medical treatment, and 

• struggle to manage their weight due to 
environmental pressures. 

UHC provides a framework for the prevention, 
management and treatment of obesity - a vital 
pathway to meet the 2025 targets on obesity 
and NCDs and the 2030 SDGs. World Obesity 
has identified seven core priority actions within 
UHC and contextualised them to ensure the 
development and implementation of effective 
obesity policies as part of UHC.

What mechanisms are needed to 
scale-up local childhood obesity 
strategy to national strategy?
The exploration of different case studies both 
at local and national levels has allowed World 
Obesity to identify a number of key mechanisms 
that are needed to scale-up local CHO strategies 
to national ones: 

Take context into account: The success of an 
intervention is context dependent. It is important 
to collect data at the local level to be able to inform 
policies and interventions.

Evaluation: Evaluation should be included in 
programme budgets and built into intervention from 
the outset. Initially, formative evaluation is required to 
test the appropriateness and acceptability of planned 
scaled-up programme with various stakeholders. 
There should then be continued evaluation and 
monitoring during the actual scale-up process 
that looks at effectiveness over time, reach and 
adaptation, acceptability, integration with existing 
programmes, potential harms, and costs. Ultimate 
health impact can be measured through existing 
mechanisms provided through the NCD, SDG and 
Maternal & Infant Nutrition frameworks. However, it 
needs to be recognised that this data takes time to 
emerge and accountability mechanisms based on the 
action or inaction of governments and businesses 
needs to be considered to ensure progress is made. 
A mechanism needs to be established whereby 
the Member States report to WHO on action, in a 
transparent and publicly available way.

Evaluation end points: Evaluation endpoints should 
include obesity as well as other health-related 
behaviours. Early progress may first be seen in 
ensuring programmes/policies are in place, then 
followed by changes in levels of physical activity or 
dietary intake, and not immediately in anthropometric 
measures. For instance, even without a reduction 
in obesity, reduced consumption of added sugar in 
drinks reduces the risk of diabetes.24 A healthy diet 
provides micro-nutrients for health and reduced salt 
reduces risk for cardiovascular disease.25
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Leadership of people with lived experience 
and the power of youth: Local leadership can 
stem from highly motivated individuals. The CRC 
undeniably shows that the voice of children is 
important. Young people are often disregarded in 
the development of CHO interventions. However, 
are we listening to what young people are saying 
about their environments and their experience? 

Framing: Think about actions that empower to lead 
a “healthy life.” Given that almost all communities 
recognise that children have (even) less capacity 
to take control of their environments than adults, 
aiming to protect the health of children will, by 
ripple effect, protect all people. Health promotion 

interventions and policies should be appropriate 
for all children, not just those living with obesity: 
healthy sleep and healthy screen time are important 
for overall health and wellbeing, which are much 
more achievable than getting to healthy weight 
status, which changes much more slowly.

Implement accountability mechanisms: CSOs have 
the ability to provide independent reviews of the 
evidence and of the progress to achieving policy 
goals and provide technical assistance through 
World Obesity’s professional membership. These 
can be expanded to cover all obesity interventions 
recommended in this report. 

Mechanisms and challenges to engage youth, CSOs and the private sector
While governments have a central role as policy 
makers, funders and regulators, other sectors are 
essential. CSOs, youth, the private sector and the 
wider community are all stakeholders with differing 
degrees of responsibility and impact on this public 
health issue (Table 2). Any relationships between 
government and private industries need to be 
clearly articulated and open to public scrutiny. This 
includes the need for transparency in approach and 
ensuring any conflicts of interest are addressed. 

When talking about engaging different actors in 
CHO policies and programmes, we first should start 
by asking ourselves the following question: who is 
engaging with whom? 

While the private sector has a role to play, we need 
to ensure policies, partnerships and dialogues 
relating to nutrition are conducted with principles 
of engagement to protect from inappropriate 
and vested interests undermining health. We 
need to avoid unintended consequences of 
facilitating the development of unhealthy food 
systems when tackling undernutrition issues. We 
also need to recognise that the industry does not 
only include food companies, but also influences 
physical activity, urban planning, communications, 
technology, and much more. We also need to 
consider the need to engage with the media who 
play a very important role in shaping the public 
discourse, as well as work with architects and other 
professionals to try and shape industry behaviours 
that foster an environment that enables a culture  
of health. 

Increasingly, we are also seeing the desire for youth 
voices to be heard. Youth consultations have been 
promising, but there is still a way to go until we 
reach full engagement (Box 6). Young people must 
hold policy makers accountable to their promises, 
but we need to ensure the engagement is ethical, 
equitable and mutually beneficial. 
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TABLE 2. OPPORTUNITIES, CHALLENGES AND MECHANISMS OF ENGAGEMENT OF 
STAKEHOLDERS IN CHO POLICIES AND PROGRAMMES

Opportunities Challenges Mechanisms of engagement

CSOs Develop guidelines on 
how to involve youth, 
families, HCPs and other 
stakeholders in CHO 
policies and programmes.

Engage with the media by 
targeting key supporters. 

Platform to engage with 
PLWNCD/PLWO.

Limited resources 
(financial and human).

Develop a matrix of 
engagement: CSOs have 
the capacity to provide some 
practical advice. 

Institute accountability 
mechanisms. 

Youth Understand the reasons 
for youth engagement 
(learning from young 
people about their 
environments, co-learning 
from children, youth 
co-creating solutions, 
evaluation (does it work 
for children?), and giving 
a platform for children’s 
voices.

Power to hold 
policymakers accountable 
to their promises.

Balance youth 
involvement with 
opportunity – there must 
be a sense that young 
people are participating 
not just in a tokenistic 
way, but that they have a 
substantive contribution. 
Youth should also be 
compensated for their 
contribution, for example 
with leadership positions, 
training or employment 
opportunities.

How to ensure all youth 
are given a voice/
involved?

Too often, adults make 
decisions without a 
proper understanding 
of children’s experience.

‘Obesity’ may not be 
relevant enough for all 
youth. Furthermore, 
many children with 
obesity are stigmatised. 

Ethics of engaging 
young people – what 
do we give back in 
compensation for  
their time? 

Use of jargon when 
talking about obesity, 
which builds a  
barrier and makes  
it inaccessible. 

Build on existing movements 
(for instance, climate activism) 
and tie child health in these 
conversations. The narrative 
should be framed around 
improving overall health and 
encourage active living,  
healthy diets as well as  
consider mental health.

Engage local youth activists  
and give them agency.

Broaden our messaging to 
highlight the importance of 
nutrition and active living for all 
youth. Opening beyond obesity 
may be a better way to engage 
more young people in a way that 
is relevant.

Engage youth through treatment 
programmes, local advocacy 
groups for people with lived 
experience of obesity. 
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Opportunities Challenges Mechanisms of engagement

Private 
sector

Genuine partnership 
with the private sector 
to create and deliver 
effective solutions. 

Find our allies – some 
parts of the industry 
might be more prepared 
to support regulation 
and change as long as it 
applies across the board. 
Small producers are often 
more friendly.

Partner with the private 
sector who are making 
profits from selling  
healthy foods.

Promote product 
reformulation.

Enforce the WHO conflict 
of interest mechanisms. 

Partnering with 
the food industry 
on working out 
solutions may end 
up undermining the 
credibility of the work, 
leading to bias. 

Aggressiveness of some 
companies towards 
processes and financial 
resources available  
to fight against  
new measures.

Trust building is key, and 
takes time and effort. To 
achieve this, a number of 
factors have to be in place, 
including the establishment of 
a common goal, transparency, 
accountability and the presence 
of a neutral convenor. 

Reflect on the different types 
of companies: while we often 
focus on large companies, small 
and medium enterprises are 
critical and have a direct impact 
on population wellbeing, and 
often dominate the markets. 
While these companies might 
not have the internal capacity 
to focus on developing wellness 
programmes, they can be  
allies of existing public  
health interventions. 

Develop market-relevant 
strategies to incentivise industry 
engagement and change beyond 
the traditional public health 
toolbox: while in some contexts 
tax mechanisms are considered 
as a way to penalise companies, 
we should also consider them as 
a way to incentivise behaviours 
and promote change.

Families Be a role model for 
children to live healthy, 
active lives.

Hold policy makers 
accountable. 

Understand the central 
role families can hold in 
supporting their child.

Accepting that their 
children might have 
obesity and seek 
support from HCPs.

Use of jargon when 
talking about obesity, 
which builds a 
barrier and makes it 
inaccessible.

Involve them through treatment 
programmes, local advocacy 
groups for people with lived 
experience of obesity, schools. 

The narrative should be framed 
around improving health for the 
whole family and encourage 
active living, healthy diets as well 
as consider mental health.
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BOX 6. WHAT DOES MEANINGFUL YOUTH ENGAGEMENT LOOK LIKE? 

Today, young people represent the largest part of the population globally. Increasingly, we are seeing 
a desire for young people to get their voices heard. The recent youth strikes on climate change have 
shown the impact of engaged youth. But true and lasting effects to positively impact youth health, 
including overweight and obesity, will not only need to include young people’s input, perspective and 
suggestions: the initiative and leadership of young people themselves needs to be part of the answer. 
Youth engagement is important for three key reasons:

1. To ensure social justice and youth representation

2. To promote youth development

3. To build civil society and contribute to the common good 

In Children’s Participation – From tokenism to citizenship, Roger Hart called for youth to be increasingly 
involved in decision-making processes as we move towards a more democratic society. He presented 
this idea as a ladder, where we keep climbing towards actions which are child-initiated and directed. 
This model shares the decision-making power between children and adults, and positions children as 
experts of their own worlds and futures.

Children must be involved in all levels of decision-making processes, from conceptualisation to 
development, implementation, monitoring and evaluation. Children must also be supported and 
empowered within these spaces, especially where they have limited resources and competing interests 
of school, family and other endeavours. But how do we promote positive, meaningful  
youth engagement?

1. Unfreeze the culture and recognise the need for a cultural shift 

2. Catalyse knowledge into action by nominating champions 

3. Internalise change by creating and taking advantage of existing opportunities

4. Institutionalise youth engagement into policy and standards to ensure it becomes a  
consistent practice
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Recommendations for enhancing  
global response to CHO and increasing  
ECHO implementation 
Based on the joint response, the implementation 
progress of ECHO and the conclusions from the 
recent stakeholder meetings, World Obesity 
formulated the following recommendations for 
enhancing global response to CHO and increase 
ECHO implementation:

Establish a monitoring and accountability 
framework: Currently, there is a “lack of a robust 
monitoring and accountability mechanisms and 
the lack of SMART objectives.”5,vii Not only does 
this make it challenging to track progress, it also 
represents an additional barrier to hold Member 
States and other relevant stakeholders accountable 
(Annex 2). 

Take a life-course approach: The drivers of the 
obesity epidemic change throughout the life 
course,18 which is why we need to adopt a holistic 
approach to health and focus on the key life stages 
as defined by WHO: pre-conception and pregnancy, 
infant and early childhood, and older children and 
adolescence. This includes, amongst others, the 
need to focus on maternal health before the child is 
conceived and throughout the pregnancy, the role 
of families, school and home environments, as well 
as wider social and external environments.

Political leadership: High-level leadership and the 
involvement of parliamentarians in setting national 
targets and defining clear indicators to monitor 
progress are crucial to achieving progress on CHO. 
Strong governance and coordination mechanisms 
need to be established to ensure intersectoral and 
multisectoral action. 

We need to ensure a ‘whole of government’, 
cross-departmental approach to action on 
obesity, including the ministries.26 There is a 
need to prioritise child health across government 
policies to prevent NCDs and poor population 
health outcomes. CSOs have a responsibility to 
independently carry out activities which hold 
relevant actors to account. The private sector 
should mainly have a role in the implementation of 
government-led policies and programmes.

Adopt a multisectoral, multi-agency approach: 
Interventions to address CHO will require actions 
from multiple sectors to create a healthier 
environment for all children and their families. It is 
important to use a system’s approach and engage 
the food, health education and other key sectors, as 
well as involving communities, families and children, 
CSOs and the private sector while ensuring 
safeguarding mechanisms are in place. We need to 
adopt a ‘whole of society’ and ‘whole government’ 
approach to addressing CHO. Ministries of Health, 
Education, Social Development and Transport all 
have a responsibility in creating healthy, sustainable 
environments for everyone, especially children.

vii Joint response to ECHO Plan with NCDA and WCRF
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Greater investment in obesity prevention and 
treatment as a cost-effective strategy to ensure 
the health of individuals, families and society, and 
to ensure the sustainability of the health system.26

Incorporate the rights of children with obesity 
within human rights legislation, healthcare 
and education systems, and ensure that 
legislative tools are used effectively to eliminate 
the pervasive and unacceptable stigma, 
discrimination and bullying.26 The voice of young 
people should also consistently be included in 
planning, implementation and evaluation processes.

Policies and interventions to address CHO need to 
be coherent and comprehensive, and include all 
environments – the education, health, food, social 
protection, and water and sanitation systems. 

Ensure national plans include actions that 
address the inequalities and stigma faced 
by children living with obesity, for instance 
in schools, healthcare settings, and local 
communities. Local governments should ensure 
that all aspects of the legal framework and policies 
under its control promote and protect health.16 
Policy makers should support and advocate 
for fiscal and regulatory policies to effectively 
simultaneously improve the built, physical activity 
and food environments,15 all of which are directly to 
some key drivers of obesity.

Countering racism, social inequality and the 
barriers to social determinants: Tackling the 
underlying determinants of health inequity and 
obesity is key and should be prioritised to develop 
guidelines that go beyond the formal health 
sector. This will likely promote the development 
of a supportive environment and create optimal 
conditions for all.
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Conclusion
The formulation of the ECHO Plan marked an 
important milestone is recognising the urgent need 
to address CHO. As highlighted throughout the 
report, no single intervention will solve the CHO 
epidemic. Given the rising rates of CHO, it is clear 
that current approaches are not working. COVID-19 
has brought obesity in the spotlight: in addition to 
the evidence showing that obesity increases the 
likelihood of worse outcomes of COVID-19, we also 
need to consider that some of the measures taken 
to address the current pandemic might increase 
the risk of CHO (decreased availability of nutritious 
food, increased sedentary time and exposure 
to digital marketing of foods HFSS, reduced 

levels of physical activity and impact on mental 
health). The meetings aimed to identify cross-
cutting and shared opportunities, learning and 
concrete actions to help drive forward policies to 
address CHO in line with the WHO’s ECHO plan. 
Governments need to maintain the momentum 
on action to address CHO, but we also need to 
ensure interventions and policies take a life-course 
approach and include a variety of stakeholders 
beyond government and policy makers – it is 
everyone’s responsibility. 
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Annex 1. Case studies 

ECHO area of action 1: Promote intake of healthy food

CASE STUDY: EATSMART SCHOOL ACCREDITATION SCHEMEviii

Launched jointly in 2009/2010 by the Department of Health and the Education Bureau, the EatSmart 
School Accreditation Scheme (ESAS) was developed with the objective of “motivating and helping all 
primary schools in Hong Kong to formulate and implement healthy eating school policy, build up a learning 
environment conducive to healthy eating, and cultivate and strengthen a good eating habit among school 
children.” The vision of the scheme is as follows:ix 

“An ideal EatSmart School should continuously implement administrative measures, provide healthy lunch 
and snacks, carry out education and publicity, and shoulder the responsibility of advocating a healthy 
eating environment in the school sector.” The accreditation procedure consists of two main stages:x

• Stage 1 during which schools are able to demonstrate their ability to create a healthy school
environment by focusing on key areas (implementation of administrative measures, exercise restriction
on sales of unhealthy food items, engage in education and promotion of healthy eating)

• Stage 2 consists in schools achieving the higher levels accreditation status, achieved only when
demonstrating full compliance according to the Department of Health’s most up-to-date Nutritional
Guidelines on Lunch for Student and Nutritional Guidelines on Snack for Student

A four-year follow-up of the territory-wide school-based intervention showed: 

• Better performance from ESAS-accredited schools compared to non-ESAS-accredited schools in
lowering obesity rates

• Students, parents and schools from ESAS-accredited institutions performed better than non-ESAS
accredited schools in terms of knowledge and attitudes towards healthy eating

The use of seven-year retrospective data further showed that prior to the ESAS-accreditation scheme 
coming into effect, obesity rates were quite stable. However, figures from 2013/2014 revealed a significant 
decrease: in 2007/2008, CHO rates for the involved schools ranged from 21.9% to 23.2%; in 2013/2014, 
the prevalence ranged from 19.3% to 21.9%.xi Specifically, ESAS-accredited schools showed an average 
annual reduction of 0.49% point in obesity rates (vs. 0.31% for non-ESAS-accredited schools).xii The results 
therefore suggest that this could be a promising school-based obesity prevention intervention. 

viii EatSmart School Accreditation Scheme. https://school.eatsmart.gov.hk/. 
ix For more detail about the ESAS accreditation, visit https://school.eatsmart.gov.hk/files/pdf/ESAS_details_en.pdf. 
x https://school.eatsmart.gov.hk/files/pdf/ESAS_details_en.pd.f 
xi Fu YCA, To KC, Tao WY, et al. School accreditation scheme reduces childhood obesity in Hong Kong. Glob Health Promot. 2019;26(4):70-78. 

doi:10.1177/1757975918764318.
xii Fu YCA, To KC, Tao WY, et al. School accreditation scheme reduces childhood obesity in Hong Kong. Glob Health Promot. 2019;26(4):70-78. 

doi:10.1177/1757975918764318.
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CASE STUDY: SAFE AND HEALTHY ENVIRONMENTS FOR UNDER-AGE CHILDREN – OAXACA BANS 
THE SALE OF ULTRA-PROCESSED FOODS TO MINORS 

Mexico is the sixth country in the world with the largest number of adults over 20 years old living with 
obesity, and the one with the highest percentage of gross domestic product loss (5.3%) due to obesity.
xiii Over the past two decades, the country has seen a rapid growth in adult obesity, which can be partially 
explained by the exponential growth in the prevalence of CHO. Currently, the country only has a 4% 
chance of meeting the WHO 2025 target. In fact, if current trends continue, it is predicted that by 2030, 
42.9% of children between 5 and 19 years old will be living with obesity.xiv 

In light of these trends, on August 6, 2020, the Mexican state of Oaxaca banned the sales of SSBs and junk 
food to children.xv As the state with the highest prevalence of CHO in the country, this new legislation was 
a response to the high mortality rates linked to COVID-19.xvi Implemented as Article 20 Bis to the Law of 
the Rights of Children and Adolescents in the State of Oaxaca, the law aims to eliminate malnutrition in 
children and adolescents, and prohibits the following: 

I. The distribution, sales, gift or supply to under-age people of SSBs and foods high in calories in  
the State 

II. The distribution, sales, gift and supply of SSBs and foods high in calories in public and private basic  
and secondary educational settings

III. The sale, distribution or exhibition of any of these products in vending machines in public or private 
basic and secondary educational settings 

While highly criticised by the industry, Oaxaca was a pioneer region in implementing such stringent 
regulations to address the collision of two pandemics – COVID-19 and obesity – and many other regions in 
the country, including Mexico City, have now indicated that they would follow.

xiii World Obesity Federation. Obesity: Missing the 2025 Global Targets. London; 2020. www.worldobesity.org 
xiv World Obesity Federation. Obesity: Missing the 2025 Global Targets. London; 2020. www.worldobesity.org 
xv Gobierno Constitucional del Estado de Oaxaca. Decreto No. 1609. La Sexagesima Cuarta Legislatura Constitucional Del Estado Libre y 

Soberano de Oaxaca.; 2020. https://docs64.congresooaxaca.gob.mx/documents/decrets/DLXIV_1609.pdf 
xvi Evidence shows that there is a clear causal link between obesity and worst case of illness due to COVID-19. For more information, look at our 

policy dossier: https://www.worldobesity.org/resources/policy-dossiers/obesity-covid-19 
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ECHO area of action 3: Preconception and pregnancy care

CASE STUDY: THE CHIRPY DRAGON INTERVENTION IN PREVENTING OBESITY IN CHINESE 
PRIMARY-SCHOOL-AGED CHILDREN: A CLUSTER RANDOMISED CONTROLLED TRIALxvii 

The prevalence of overweight and obesity in China has been increasing at a faster rate over a shorter 
period of time than in other countries. Without effective interventions, it is now estimated that China will 
have 50 million children with overweight or obesity by 2030. Established in 2014, the CHIRPY DRAGON 
programme is a school- and family-based multi-component intervention aiming to prevent obesity in 
Chinese primary school children, using the guidelines from the UK Medical Research Council framework for 
complex interventions. The CHIRPY DRAGON programme aims to promote a healthier lifestyle and weight 
status among Guangzhou children by:

• Improving health knowledge and practical skills in children, parents and grandparents

• Improving nutritional quality of school lunches

• Providing training for parents and children on simple ways to increase children’s physical activity level 
outside school 

• Providing opportunities for more physical activity for children in school

Results showed that at 12-months, the mean BMI z-score was significantly lower in the intervention 
compared with the control group. Furthermore, the intervention group also reported greater daily intake 
of proportions of fruit and vegetables, decreased consumption of unhealthy snacks and SSBs, a decrease in 
screen-based sedentary behaviour and an increase in the proportion of children engaging in active sport. 
To date, this is one of the largest trials of CHO prevention.

xvii Li B, Pallan Id M, Liu WJ, et al. The CHIRPY DRAGON intervention in preventing obesity in Chinese primary-school--aged children: A cluster-
randomised controlled trial. 2019. doi:10.1371/journal.pmed.1002971 
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ECHO area of action 3: Preconception and pregnancy care

CASE STUDY: PROPER MATERNAL NUTRITION DURING PREGNANCY PLANNING AND PREGNANCY: 
A HEALTHY START IN LIFE. RECOMMENDATIONS FOR HEALTHCARE PROFESSIONALS – THE 
EXPERIENCE FROM LATVIAxviii 

Increasingly, evidence shows that a high BMI before pregnancy, excessive weight gain and inadequate 
nutrition during pregnancy increases the prevalence of NCDs and may have negative effects on the 
duration and outcome of pregnancy. A lack of balance between the physiological needs of the body and 
the actual energy and nutrient uptake before, during and immediately after pregnancy may accelerate 
the child’s early development, which in turn can increase the child’s risks for obesity and NCDs. Evidence 
suggests that the obesity epidemic might be attributable to inadequate nutrition of unborn children during 
the antenatal period (undernutrition or overnutrition), followed by a poor, unbalanced diet high in fat, salt 
and sugar later in life. These guidelines were developed to improve maternal nutrition and subsequently, 
the outcomes for the growing foetus. 

Overall, the recommendations state that: 

• The BMI should be normal before conception

• During pregnancy, the energy requirements increase by as little as 10-15%, but the increased 
requirement for micronutrients is much higher. The diet should be comprehensive and balanced, with 
healthy foods 

• Meals should be distributed regularly throughout the day, although the number of meals may vary 
according to needs 

• The amount of protein should be slightly increased

• The daily calcium intake should be 1000 mg, preferably with food 

• Minerals and vitamins should be sufficient in a comprehensive diet

• Vegetables, fruit, wholegrain products, dairy products with low fat, lean meat and oily fish should be 
part of the regular diet. The diet should contain many products of plant origin and moderate quantities 
of products of animal origin

• Water intake should be sufficient

• Foods containing large amounts of saturated fats and high-calorie sweets and snacks should be eaten 
only infrequently and in limited quantities

xviii Meija L, Rezeberga D. Proper Maternal Nutrition during Pregnancy Planning and Pregnancy: A Healthy Start in Life Recommendations for 
Health Care Professionals-the Experience from Latvia.; 2017. http://www.euro.who.int/__data/assets/pdf_file/0003/337566/Maternal-nutrition-
Eng.pdf?ua=1 
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• Iodized salt should be preferred, but consumption should not exceed 5g/day 

• The following supplements should be considered

• Iodine formulations at 150 µg/day, starting from pregnancy planning and continuing throughout 
pregnancy and lactation;

• Folic acid at 400 µg until the end of the twelfth week of pregnancy;

• Vitamin D at 20 µg/day during winter; 

• Iron-containing supplements only if indicated; and

• Ω-3 fatty acids if the expectant mother does not eat fish

• Alcohol, drugs, psychotropic substances, tobacco and electronic cigarettes should be avoided during 
pregnancy planning and throughout gestation and breastfeeding

• Care should be taken to exclude toxins that may enter the body from food processing technology, water 
or the environment

• Regular moderate physical activity is advised

www.worldobesity.org
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ECHO area of action 4: Early childhood diet and physical activity

CASE STUDY: ARMENIA: INTERNATIONAL CODE PROTECTS BREASTFEEDING FROM 
INAPPROPRIATE MARKETING OF BREAST MILK SUBSTITUTESxix

In 1981, the International Code of Marketing of Breast-milk Substitutes was adopted by the WHA to limit 
inappropriate marketing practices. Globally, 135 countries have some form of legal measure in place covering 
some provisions of the code. Armenia went a step further and upgraded its Code regulations in 2014 by 
adopting a law on Breastfeeding Promotion and Regulation of Marketing of Baby Food. 

Breast milk is an optimal source of nutrients for infants, and a substantial amount of evidence refers to 
breastfeeding as an intervention with the greatest potential impact on child’s survival. Over the last decades, 
the proportion of women exclusively breastfeeding has improved and increased from 34.5% in 2004 to 68.7% 
in 2014. This can probably be attributed to the country’s leading policy changes with regards to breastfeeding
promotion and implementation of interventions to increase breastfeeding. Among them, the country adopted 
the law of Republic of Armenia on Breastfeeding Promotion and Regulation of Marketing of Baby Food.
Approved by Armenia’s Parliament, this new law ensures comprehensive, legal protection for breastfeeding as 
well as regulating the marketing practices of infant formulas and other baby foods in the country. 

Despite the fact that Armenia joined the Code in 1981, there was still large-scale promotion of breast milk 
substitutes and complementary food through printed media, TV channels and it remained widely accessible 
in shops around the country. The promotion of these products also appeared to remain prominent in 
healthcare facilities, including maternity wards. Enforced since March 2015, the law defines “the main
requirements for national programmes on breastfeeding promotion, as well as the responsibilities of 
medical workers and hospitals in this regard.”xx Under the law, all advertising and cross-promotion of the 
baby food and provider companies is banned, and regulations are in place on children’s food labels and other 
related items. 

The content of the law was developed by the Confidence NGO, a member of the International Baby  
Food Action Network (IBFAN). To ensure the successful adoption of the law, the Alliance used a number 
of strategies:

• Case studies and monitoring analyses

• Calls and petitions to the decision-makers

• Organisation of policy dialogue events with the participation of the Alliance and decision-makers
including Ministry of Health, National Healthcare Agency, Standing Committee on Healthcare,
Maternity and Childhood of the National Assembly

• Wrote a position paper

• Organised a flash-mob on breastfeeding on one of the central avenues of Yerevan

• Made it the focus point of the Annual Alliance meetings

• Was part of the Legislative Agenda Advocacy Days

• Organised a large media campaign to raise awareness of the advantages of breastfeeding

xix World Health Organization. International Code protects breastfeeding from inappropriate marketing of breast-milk substitutes. https://www.
euro.who.int/en/countries/armenia/news/news/2016/05/international-code-protects-breastfeeding-from-inappropriate-marketing-of-breast-
milk-substitutes. Published May 13, 2016.

xx Hakobyan A, Margaryan T. CASE STUDIES CSO ENGAGEMENT IN POLICY-MAKING: ARMENIA. 2016. http://ngoc.am/wp-content/
uploads/2018/10/Case_Studies_Armenia_2016_ENG-1-1.pdf.
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xxi Hakobyan A, Margaryan T. CASE STUDIES CSO ENGAGEMENT IN POLICY-MAKING: ARMENIA. 2016. http://ngoc.am/wp-content/
uploads/2018/10/Case_Studies_Armenia_2016_ENG-1-1.pdf.

xxii Hakobyan A, Margaryan T. CASE STUDIES CSO ENGAGEMENT IN POLICY-MAKING: ARMENIA. 2016. http://ngoc.am/wp-content/
uploads/2018/10/Case_Studies_Armenia_2016_ENG-1-1.pdf.

xxiii Kavle JA, Ahoya B, Kiige L, et al. Baby-Friendly Community Initiative-From national guidelines to implementation: A multisectoral platform for 
improving infant and young child feeding practices and integrated health services. Matern Child Nutr. 2019;15(S1). doi:10.1111/mcn.12747.

The campaign for the law on breastfeeding promotion, as well as other advocacy initiatives by Alliance, 
required quite a range of resources, including expert contributions, organisation of meetings, public 
outreach, publications, and human resources for organising and coordinating Alliance activities. The NGOs 
involved in the Alliance mostly represented doctors and medical workers who had significant expertise in 
health-related issues.

Several factors contributed to the success of this initiative:xxi the Alliance became a recognised play in  
the maternal and child health arena; robust advocacy capacity; they adopted a collaborative approach; 
close collaboration with a number of existing Committees; strong campaign efforts with a consistent  
use of diverse advocacy and lobbying tools; adequate structural resources were provided; and  
cross-NGO collaboration.

A number of challenges were also identified:xxii resistance from some ministries; lack of professional media 
covering the campaign; resistance from medical workers who identified the law as too strict; challenge of 
sustainability of the campaign activities – resources came to an end. 

CASE STUDY 2: BABY-FRIENDLY COMMUNITY INITIATIVE – FROM NATIONAL GUIDELINES TO 
IMPLEMENTATION: A MULTISECTORAL PLATFORM FOR IMPROVING INFANT AND YOUNG CHILD 
FEEDING PRACTICES AND INTEGRATED HEALTH SERVICESxxiii

Over the past 20 years, Kenya has made incredible progress in exclusive breastfeeding practices (EBF), 
leading to a substantial drop in under-five child mortality rates. In Kenya, the government has prioritised 
community-level support for breastfeeding through the Baby-Friendly Community Initiative (BFCI).  
Through a multisectoral approach, the BFCI builds upon the 10th step of Baby-Friendly Hospital  
Initiative by creating a comprehensive support system at the community level through the establishment 
of mother-to-mother and community support groups to improve maternal, newborn and infant health and 
nutrition outcomes. 

BFCI was carried out in selected counties in Kenya by the Ministry of Health, along with the assistance from 
the Maternal and Child Survival Program (MCSP). BCFI follows an eight-point plan: 

1. Have a written mobile intensive care nurse (MICN) policy summary statement that is routinely 
communicated to all health providers, community health volunteers, and the community members

2. Train all healthcare providers and community health volunteers, to equip them with the knowledge  
and skills necessary to implement the maternal infant and young child nutrition (MIYCN) policy 

3. Promote optimal maternal nutrition among women and their families 

4. Inform all pregnant women and lactating women and their families about the benefits of  
breastfeeding and risks of artificial feeding

5. Support mothers to initiate breastfeeding within 1 hour of birth and establish and maintain exclusive 
breastfeeding for the first 6 months. Address any breastfeeding problems
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6. Encourage sustained breastfeeding beyond 6 months to 2 years or more, alongside the timely 
introduction of appropriate, adequate and safe complementary foods while providing holistic care 
(physical, psychological, spiritual, and social) and stimulation of the child 

7. Provide a welcoming and supportive environment for breastfeeding families

8. Promote collaboration between healthcare staff, GMSG, M2MSG, and the local community. Content 
has been developed for each step to guide the CHVs in counselling 

Guided by the BFCI guidelines, the initiative consists of several entry points in the Kenyan health system.  
It provides a platform for a number of key initiatives:

• Integration of nutrition-sensitive agriculture interventions

• Engaging early childhood development teachers in the provision of infant and young child nutrition and 
health messages

• Discuss WASH messages from MIYCN counselling cards 

The programme was successful due to the active engagement of communities through multiple channels, 
while also being reinforced at the health facility level. Important lessons were learned during the BFCI 
implementation process with the Kenya health system: 

• Systematic capacity building of implementers, with buy-in at the national level, at the beginning,  
as well as identifying, motivation, and working with champions were instrumental in keeping BFCI  
on the agenda

• Mentorship of health providers and CHVs by trainers played a key role in the initial steps of BFCI

• Implementation of BFCI as an integrated model, through working with other programmes/sectors, can 
motivate early and frequent attendance at ANC, encourage attendance to health facility for childbirth 
and may improve immunisation 

• Social mobilisation efforts through identifying, sensitising, and engaging existing members of 
community support systems to promote BFCI endeavours and establish community support groups  
were key 

• Supportive supervision and continuous mentorship by the county and subcounty health management 
teams is necessary to ensure implementation of BFCI is carried out with the quality, frequency, and 
intensity needed to achieve adequate coverage 
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ECHO area of action 5: Health, nutrition and physical activity for  
school-age children

CASE STUDY: SCHOOL-BASED MULTICOMPONENT INTERVENTION FOR OBESE CHILDREN IN UDUPI 
DISTRICT, SOUTH INDIA – A RANDOMIZED CONTROLLED TRIALxxiv

As between 50% and 80% of children who develop obesity continue to carry excess weight in adulthood, 
developing new interventions to address CHO is a high priority. However, few studies on effective obesity 
interventions have been done in lower- and middle- income countries. Schools have been identified as an 
ideal setting for interventions as they reach a large proportion of children. The aim of this study was “to 
evaluate the effectiveness of multicomponent intervention on improving the self-esteem of obesity children 
from selected schools of Udupi District, South India.”

Eligible children were between 10-16 years of age and classified as overweight based on WHO guidelines for 
body mass index (BMI) for age and sex. A total of 90 children completed all parts of the intervention and an 
additional 104 were used as controls. The intervention included the following components: 

• Parents of study participants “attended an awareness programme” and received an informational 
booklet about obesity “meaning and causes, assessment, consequence and weight reduction strategies 
and lifestyle modification” 

• Small group activities for children consisting of a quiz, “snake and ladder games” to model healthy 
behaviour and a group discussion 

• A physical education intervention following an aerobics video developed for the study every school day 

By the end of the study, researchers observed a significant decrease in “BMI, triceps, biceps and subscapular 
skin fold thickness” between both groups. Despite a short follow-up time (it took place only over six months), 
this study provides an important contribution to the literature regarding CHO interventions in India.

xxiv Nayak BS, Bhat VH. School Based Multicomponent Intervention for Obese Children in Udupi District, South India - A Randomized Controlled 
Trial. J Clin Diagn Res. 2016;10(12):SC24–SC28. doi:10.7860/JCDR/2016/23766.9116
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CASE STUDY: CHALLENGES AND RESULTS OF A SCHOOL-BASED INTERVENTION TO MANAGE 
EXCESS WEIGHT AMONG CHILDREN IN TUNISIA 2012-2014xxv

Tunisia, like most countries across the world, is experiencing an immense increase in CHO rates. 
Contributing factors include the “transitional context in [Tunisa, which] exposes children to unhealthy 
eating and limits the choice for healthy products” and the fact “infrastructure is inadequate for practicing 
physical activity.” This study intended to “demonstrate the feasibility and effectiveness of a school-
based weight management programme based on healthy lifestyle promotion for obese and overweight 
adolescents in Sousse, Tunisia.” Eligible participants included all 7th and 8th grade students with a BMI 
above one and attending a selected school. Interventions consisted of: 

• Information regarding obesity risks during the recruitment process 

• A meeting for participating children to “give advice about healthy eating habits and the importance of 
doing regular physical activity” 

• Hour-long collective interventions for all students centred around healthy diets, snacking, and self-
esteem. During these, students were given a “document including interactive exercises to do during 
the sessions and others to do individually” 

• A physical activity programme for students with overweight and obesity designed by teachers 

• Individual consultations with a psychologist, dietician, and paediatrician for students living with 
obesity only 

Researchers found that a “significant decrease of BMI and BMI Z-score in the intervention group was seen 
only after the 4-month follow up.” BMI of the control group decreased during the intervention period but 
increased afterward. The authors also note several challenges, including motivation of students, failing to 
engage with parents, and the cultural emphasis on academic achievement over exercise.

xxv Maatoug J, Fredj SB, Msakni Z, Dendana E, Sahli J, Harrabi I, Chouikha F, Boughamoura L, Slama S, Farpour-Lambert N, Ghannem H. 
Challenges and results of a school-based intervention to manage excess weight among school children in Tunisia 2012-2014. Int J Adolesc Med 
Health. 2017 Apr 1;29(2). doi: 10.1515/ijamh-2015- 0035
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ECHO area of action 6: Weight management

CASE STUDY: HENRY – HEALTHY START, BRIGHTER FUTURExxvi

Through an innovative, unique and holistic approach, HENRY works with parents to enable them to provide 
a healthy start in life for their children. HENRY’s mission is “to support a healthy, happy start for children and
lay the foundations for a brighter future.” To achieve their mission, HENRY will promote and support healthier 
lifestyles and environments at all levels (individual, community and population). Specifically, the programme 
believes that:

• A healthy start is a whole family affair

• A healthy family means the best start for babies and young children in the widest possible sense

• Parents want to do their best for their children

• Praise and encouragement are more effective than blame and judgement

• We need to start where parents are and create conditions for change (confidence and desire to make
changes) and identify where parents can put the messages into practice as part of everyday life

• The messenger is just as important as the message

• We need to prioritise babies and young children

• Practitioners have more credibility when they model a healthy lifestyle

• We need to know what works and to provide the most effective interventions we can

The HENRY Approach

The message: a healthy lifestyle The messenger: creating condition for change

• Parenting skills

• Healthy family routines

• Balanced diet

• Physical activity and sleep

• Emotional wellbeing

• Breastfeeding

• Relationships based on trust and respect

• Working in partnership with families

• Empathy

• Strength-based

• Solution-focused

• Building motivation for change

HENRY believes in ensuring a ‘healthy start’ early on, by implementing a holistic approach which focuses 
on the factors that have a real impact in later life, including but not limited to supporting breastfeeding, 
healthy nutrition, emotional wellbeing and encouraging a more active lifestyle. Furthermore, HENRY 
works in partnership with parents, recognising their central role for the success of any intervention. Initially 
implemented in Leeds, UK, the programme showed great success: 97% of families who joined HENRY are 
leading healthier lifestyles. 

Given the success of the programme, HENRY is now established in a number of parts of the UK as well as 
in Hong Kong, Israel and the Netherlands. To learn more about HENRY and the different implementation 
approaches, https://www.henry.org.uk/whatson

xxvi HENRY. https://www.henry.org.uk/ 
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Annex 2. List of possible indicators to 
support the development of an accountability 
frameworkxxvii 

Area of action Towards an accountability framework: Possible Indicators

1. Actions
to promote
the intake of
healthy foods

• Knowledge on healthy eating

• Sources on nutrition information

• Food consumption/nutritional behaviour

• Price of sugary drinks

• Sales volume of sugary drinks

• Consumption of sugary drinks among children

• Presence of regulations to restrict marketing with independent monitoring

• Presence and forms of enforcement of regulations

• Private sector spending on food advertising to children

• Number of food advertisements seen by children

• Type of food advertisements

• Presence of child-appeal internet sites showing food brands and logos

• Use and compliance with national nutrient profiling and labelling requirements

• Use of nutrient profiling in menu displays in chain restaurants

• Extent of marketing of foods on cross-border media, seen by children

• Presence of school food standards

• Number of children receiving school meals and what type

• Government spending on financial incentives for private sector

• Government spending on social security programmes related to nutrition

• Number of food outlets where healthy food can be purchased

• Types of food available in disadvantaged communities

• Number of local food production interventions

• Product price changes following the introduction of a new subsidy/removal of
a subsidy

• Sales of these foods

• Barriers to healthy eating

• Food consumption patterns/nutritional behaviour

xxvii Some of the data must be disaggregated by sex, age and socioeconomic status of the child

36

Stepping up action on childhood obesity



Area of action Towards an accountability framework: Possible Indicators

2. Actions 
to promote 
physical 
activity

• Number of physical activity facilities in schools

• Number of safe physical activity spaces for children

• Barriers to physical activity

• Perception of sport/reasons children exercise

• Activity level of children

3. Actions for 
preconception 
and pregnancy 
care in 
healthcare 
settings

• Presence of clinical guidelines for care pathways for managing maternal weight  
and weight gain in pregnancy

• Inclusion of such guidelines in training course for medical professionals

• Does medical and nurse training include nutrition as a core subject

• Number of hours dedicated to nutrition, weight, physical activity in  
health education

• Number of suitably trained dieticians, nurses, nutritionists and other HCPs  
working in the field

4. Actions 
for early 
childhood diet 
and physical 
activity in the 
community

• Private sector spending on breast milk substitutes and complimentary  
foods marketing

• Number and type of regulation on marketing of breast milk substitutes and 
complementary foods in line with the Code of Marketing of breast milk Substitutes 
and WHA Guidance on ending the inappropriate promotion of foods for infants  
and young children

• Number of lactation consultants trained 

• Number of hours dedicated to breastfeeding and complimentary feeding in  
health education

• Number of women breastfeeding

• Number of community health workers trained

• Knowledge on inappropriate complimentary feeding

5. Actions 
for health, 
nutrition 
and physical 
activity in 
child care and 
school settings

• Number of schools offering nutrition and health classes

• Knowledge on healthy eating

• Number of trained professionals who can deliver such education in schools

• Number of schools with nurses/suitably trained healthcare professional

6. Action 
for weight 
management

• Number of children enrolled in clinical weight management

• Number of clinics offering clinical weight management

• Number of community-health workers trained

• Average weight loss in clinical weight management

• Number of primary care paediatricians receiving formal training on  
weight management

• Number of anti-obesity medications approved by regulatory agencies  
(e.g. US FDA, EMA)
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