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The objectives of this book are…

1. Provide a comprehensive overview

2. Model the impacts of obesity

3. Quantify the costs of obesity

4. Examine current obesity policies

5. Define a „Gold Standard‟ for obesity policy

6. Measure the policies of four major 

countries against the Gold Standard
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In the introduction we will answer these questions

Why do we need to tackle obesity?

What is obesity?

How big is the epidemic today?

How big will the problem be ‘tomorrow’?

Why is all this important?

Who is affected?

Why is the epidemic spreading?

Who is to blame?

Why is it so difficult to cure?

What can be achieved?

Who pays the bill?

Is there enough policy support today?

Are current policies delivering enough?

Are new policy proposals adequate?

… and what is our vision?
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Why do we need to tackle obesity?

310m cases

& high growth rate
An out of control epidemic

Overtaken smoking 

in terms of costs
Biggest single issue in healthcare costs

7 years lost on 

average
Shortens lives, reduces quality of life

Biggest healthcare 

policy failure
A major failure of public health policy

Huge costs for all, 

slows economic 

growth
Affects Individuals, Businesses, Governments
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What is obesity?

 The standard way to estimate whether a person is obese is to calculate their 
Body Mass Index (BMI) = Weight in Kilograms / (Height in meters)2

 To be obese, a person 180cm tall would weigh 97.2kg

 Alternative approaches to define obesity include waist measurements, 
measurements of body fat, etc.

 To simplify the discussion we will use the BMI definition throughout

 To confirm obesity we need both a BMI over 30 and another measure of body fat*

Obese

BMI>30

>97kg

Overweight

25<BMI<30

81-97kg

Normal

BMI < 25

<81kg

Morbidly Obese

BMI>40

>129kg

1.8m

* Several commentators make the point that film starts such as Sylvester Stallone or Arnold Schwarzenegger would be classified as obese 
using BMI alone. We agree that for men with high muscle mass the measure can err, however this error is less than 5%. We doubt anyone 
really confuses high muscle driven BMI and body fat BMI
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Talking about obesity…

 Throughout this book we will use the following names

 We do this because we consider those affected to be in need of 

support and wish to use neutral terms

 When we are using the term „O-Boomers‟, we are referring to the 

wave of O-People who became Obese in the timeframe where 

the current epidemic took off from 1980 onwards

– From 1960 to 1980 the rate of both overweight and obesity were steady at 

around 45% and 15% respectively

– From 1980 onwards rates started to rise rapidly to reach 67% and 34% in 2004

 The significance of O-Boomers is that the full impact of obesity 

will only be felt when this group reaches old age

O-People O-Children O-Adults O-Policies O-…
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How big is the epidemic today?

• 1987 to 2007 the rate of obesity 
increased threefold in 
developed countries

• Highest rates in USA (34%)3)

and UK(24%)4)

- 300,000 Americans die of 
obesity or of diseases 
worsened by it (Surgeon 
general)

- The level of deaths will soon 
exceed those caused by 
smoking

• Worldwide 500m cases

• Obesity is also dramatically 
increasing among children

The Obesity Epidemic2)

 Millions of cases of diabetes in 2000 and 

projections for 2030 with projected 

percentage change

Number of O-people in 2005 and 

projections for 20301)

139
270

19
154

23
113

30
141

61
192

Ian find map
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What will be the extent of obesity tomorrow?

 Up till 1995 a developed world problem

 Now already taken hold in many 

developing nations

 Africa will soon have a higher rate of 

obesity than  of severe malnutrition

 We can expect numbers of cases to be 

in the 100‟s of millions by 2018

Rapid Spread of Obesity 

to Developing Nations

 The obesity rates in the worst countries 

will continue to rise to up to 47%

 The “Obesity Boomers” , who are those 

now currently aged 20 to 55 will get 

older in coming years and hence 

O-Related Chronic illnesses and health 

care burden will grow explosively

Obesity Boomers get older Prevalence increases to 47%

Cost per Patient trebles with aging

Combined effect +600%  costs

700-1000m obese people by 2025
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Why is all this important?

 Longevity is impacted in the range 7-20 years

 Rates of several chronic diseases are very much higher

 Visits to Doctors for chronic and other illnesses are 64% above 
those of normal weight

 Disability is common

 Depression rates are highly elevatedH
e
a
lt

h
 &

 W
e
ll
 

B
e
in

g
 O-People will have higher health and living expenses

 Businesses face higher health care premiums

 Health care services demand rises sharply

 Health Care Providers have costs that are not reimbursed

 Governments fund directly or indirectly a large part of the bill with 
taxpayer money

C
o

s
ts

 O-People have higher rates of absenteeism

 O-People are less fit and less physically flexible

 O-People are not less intelligent, but they pass fewer exams

 Businesses suffer productivity losses

 Governments loose economic growth potential with a less well 
educated work force, that is more often absentP

ro
d

u
c

ti
v
it

y

The impact 

of obesity 

on society



© Type Two ltd. 2008

T
Y

P
E

T
W

O

12

Who is affected?

• Obese parents* *
(Environmental not Genetic)

• Obese friends

• Former Smoker

• Low income

• Minorities 

Higher Risk Groups

Obesity occurs in at all 

levels of society and in 

all major ethnic groups

Genetics* & Disease are 

the direct cause of less 

than 2% of cases

*  It is quite impossible that a genetic mutation is responsible. Genetic mutations evolve in one place over long periods, not 

globally in 10 years

** Having obese parents certainly raises the risk that children will be obese by 30%, but conversely that means that 70% of 

children of obese parents are not obese
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Why is the epidemic spreading?

Energy Output

-800

<1980

Energy Intake &

Output Balance

1980

Energy Intake

+800

2008

2008

Energy

Imbalance

 Its very simply eating too much and exercising too little means the 

amount of energy consumed greatly exceeds the amount needed
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Who is to blame?

Who is to blame?

• There have been plenty of 

suggestions

− Genes

− McDonalds?

− Fast Food Generally?

− Food Manufacturers?

− TV Adverts?

− Schools?

− Governments?

− Automated technology?

− Others?

• Maybe all play some role, 

but surveys show that the 

consensus is that the 

main culprits are close 

to home

We believe it is a mix of three major 

components

1. Reduction in activity “Sedentary Lifestyle”

2. Increased Eating high energy  foods by a 
sub group of society

3. Less stigma than in the past/Reduced 
isolation by being part of a group

67%

10%

9%
7% 1

Parents

Fast Food

Child

TV Advertising

Food industry

Opinion Poll Results on Childhood Obesity

Who is
to

Blame?
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Why is it so difficult to cure?

 It is a common belief that  “weight loss is just a matter of will power” 

This is true to some extent of 

all addictions but it does not 

help us solve the problem

Latest Scientific Research 

shows the body will try to 

maintain any weight gain

• We should treat obesity as a 
“debilitating  addiction to 
excess high energy food and 
drink”

• Treatment is complex

• Obese people need help with 
the vicious circle

Weight 
Gain

Loss of 
Self 

Esteem

Eat 
More 

Lower
Activity

Change 
Self 

Image
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What can be achieved?

 Radical programs in Finland and Singapore show 
that prevention is possible

 Switzerland has been successful in reducing the level of 
child obesity with  a less aggressive but nevertheless 
comprehensive approach

 The UK stands out for now setting up a comprehensive 
approach to solve its major problem

P
re

v
e
n

ti
o

n
 Most classical weight reduction programs 

show little reduction  in the long run
 Sustained significant weight reduction requires

expensive managed programs (e.g. Geneva method)
 Drugs have been shown to play a positive role in weight 

reduction and better drugs may be available soon
 For morbidly obese, bariatric surgery can bring substantial 

benefits

C
u

re

 In the spiral of weight gain in which many obese 
find themselves, stabilization is a worthwhile 
and significant success

 Although classical weight loss programs do not achieve 
much weight loss, that in itself is not complete failure!

 Given that it is far less expensive than the “cures”, this can be 
applied in a far wider range of patientsS

ta
b

il
iz

a
ti

o
n

There are 

three ways 

to address 

Obesity
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Who pays the bill?

 The costs don‟t impact 

the epidemic because 

employers and taxpayers 

pay the main bills

• For example in the US 

employers and taxpayers 

cover  90% of the costs 

by paying health 

insurance premiums and 

from the governments 

support of healthcare for 

retired seniors1)

• O-people are probably 

bearing about 10% of the 

costs in the US2)

Who pays the bills for obesity?

Total

Costs
Employers

Taxpayers
O-People

20%

40%

60%

80%

100%
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Is there enough policy support today?

 Despite the scale of the 

epidemic it still has a very low 

level of policy support

• If we use spending by 

government agencies on 

specific preventable health 

topics we see that obesity has 

a far lower level of support 

than smoking or AIDs, 

especially when we take 

account of the numbers 

affected by each issue

• In the USA for every dollar 

spend on an obese person $3 

are spent on smokers and 

$950 on AIDS

0

200

400

600

800

1000

Obesity Smoking AIDs

US Federal Health Spending

Prevention 
Spending

Relative Spend

Prevention 
Spending

Relative 
Spend

US$m

Obesity Smoking AIDS

200

400

600

800

1000
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Are current policies delivering enough?

Typical  Current Prevention Policies

 Nutritional Education

 Food labeling

 Improved school environment with nutritional school meals and 
bans on sales of certain foods

 Encouraging increased opportunities for participating in sport

 Create environments where a car is not always needed

The current policy framework of most western countries have failed to 

stem the obesity epidemic

Typical  Current Treatment Policies

 In many cases we found the three levels of support either unfunded 
or heavily underfunded

- Weight Loss/Stabilization programs
- Weight loss drug treatments
- Special surgery for the extreme obese

 Treatment of nearly all co-morbidities of obesity are fully funded. 
This is an extremely expensive “wait to treat approach”
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And are proposed policy developments adequate?

Proposed Policy developments are wholly inadequate

• Most policy proposals involve “more of the same”,  taxes on certain foods 

or banning food advertising to children, which even if they could work lack 

any political momentum

• The “consensus” proposals from the world health organization are not 

wrong, but they don‟t go very far to stopping, never mind turning around the 

epidemic

Rank World Health Organization: Top 10 Consensus Proposals 

1 Establish a dedicated central agency responsible for all aspects of obesity nationally

2 Develop a scoring system for obesogenicity of neighborhoods, workplaces, & near schools

3 Certified training in obesity/weight management available for all healthcare professionals

4 Fund evidence based weight management in primary care

5 Teach energy balance in schools

6 Encourage physical education for all school pupils and use of school facilities out of hours

7 Ensure a BMI check for all primary and secondary school leavers

8 Display warnings on all  high energy meals and snacks at retail and catering outlets

9 Display saturated fat content of all ready meals and snacks at all retail and catering outlets with a 

warning if >10% of total energy

10 Allow new urban roads only if they have safe cycle lanes
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What have we learned from today‟s situation?

1. Trends show that policy in most counties to date has been a 

disastrous failure

2. Policy makers have ignored lessons they could have drawn 

from other public health issues that required mindset change 

across a wide section of society

3. The policy priorities proposed by the WHO/UN and most 

other groups show a poor mix of policy with key elements 

such as “carrots and sticks” almost entirely missing

4. A number of policies that have been proposed are 

impractical, naïve or counterproductive

5. Fresh ideas and a new policy mix are needed if we are to 

stop and turn back the epidemic

1

2

3

4

5
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Because existing policy and the WHO plan don‟t shape 

up… we will present a vision for a Gold Standard

Current Policy

WHO Consensus 

Proposal

Type Two

Vision for a pragmatic 

Gold Standard



© Type Two ltd. 2008

T
Y

P
E

T
W

O

23

Our vision for a Gold Standard

 Current  policies do not draw the lessons of successful public policy 

initiatives that critically depended on mindset change (e.g. smoking 

cessation, getting unemployed back to work)

We will 

show that 

the policy 

mix that is 

needed is 

“tough-

love”

 The main deficits are waiting too long to intervene, ridiculously low funding 

and a complete lack of “carrots and sticks”, i.e. incentives for change and 

penalties for not changing

 “Tough” policies alone, won‟t work with obesity as it would likely set off 

resistance and loud calls of discrimination

 “Love“ policies alone, won‟t work as we are dealing with a group of people 

who clearly have problems to motivate themselves to change

 We will show that what is needed is the right combination of  tough and 

love, namely some pushing those affected to change with either incentives 

or penalties and at the same time a high quality level of support for those 

willing to make a genuine effort to change
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The rest of the book

Reviews the current qualitative impacts of obesity

Reviews the quantitative impacts (costs) related to obesity

Looks at other comparable Health and Social challenges

Examines the strengths & weaknesses of current policies

Considers how to build an effective policy framework

Compares country policies against our “Gold Standard”

Summarizes the main findings and recommendations

Chapter 2

Chapter 3

Chapter 4

Chapter 5

Chapter 6

Chapter 7

Chapter 8



© Type Two ltd. 2008

T
Y

P
E

T
W

O

25

Part II - Impacts



© Type Two ltd. 2008

T
Y

P
E

T
W

O

26

CONTENTS

I Introduction

1. Introductory Overview

II Impacts

2. Qualitative Impacts

3. Quantitative Impacts

III Policies

4. Comparable Health & Social Challenges

5. Review of Current Policies

6. The Gold Standard

7. Countries Assessment Against the Gold Standard

IV Summary

8. Summary of Main Findings and Recommendations



© Type Two ltd. 2008

T
Y

P
E

T
W

O

27

Chapter 2 - Impact of Obesity: Qualitative Analysis

Government

Groups Impacted 

by Obesity

 The impact of 
obesity is already 
significant and will 
reach disastrous 
levels the next 25 
years

 In this chapter we 
look at the impact 
on five groups of 
stakeholders

AdultsA

ChildrenB

BusinessD

E

Healthcare 

Providers 

and Payers
C
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Chapter 2 - Impact of Obesity: Qualitative Analysis

Government

Groups Impacted 

by Obesity

AdultsA

ChildrenB

BusinessD

E

Healthcare 

Providers 

and Payers
C
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The Impact on Adults and Children: 

What We See Now Is Only the Start!

Prevalence increases to 

over 40%

1
With current policies, 

the impact of obesity 

will grow 

substantially in the 

near future driven by 

three main factors

Obesity impact will 

rise by at least 

300% possibly as 

much as 600% in 

next 25 years

O-Boomers get older 

causing costs per 

person to rise 

dramatically 

2

When obesity starts in 

childhood the impacts 

occur at much earlier 

ages in adulthood

3

AdultsA
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The Impact on Adults: Introduction

• In this section we will look at the impact of Obesity on Adults in 

terms of 

1. Health, 

2. Well Being, 

3. Opportunities and 

4. Added Costs

• Each of these topics start with an overview with key statistics

• We then look at each sub-topic in turn giving examples of the 

impacts and references where interested readers can dig 

deeper should they so wish

AdultsA
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The Impact on Adults: Introduction

Category Examples

Health  Lower Life Expectancy of 7-20 years
 High rates of diabetes, cardiovascular and other 

illnesses
 High rates of sick days
 High risk of requiring wheelchair

Well

Being

 Bullying and Discrimination
 Low self esteem and Depression
 Lower opportunities to find a partner
 Increased rates of Erectile Dysfunction

Opportuni

ties

 Glass ceiling on career
 In some countries lower salaries
 Travel Restrictions (or higher costs)

Costs  Increased investments in your home
 Additional Health Insurance premiums (risk of non 

payment by insurer, high co-payment costs, risk of 
refusal to enroll)

 Cost of cosmetic surgery if you get back to normal 
weight

 More expensive term life insurance
 Increased fuel consumption and the expense of a 

larger care
(See chapter 3 for costs)

AdultsA

The impacts 

on adults go 

far beyond 

just health 

alone
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The Impact on Adult Health

Health Impacts

Life 

Expectancy

Obese -7 years

Morbidly Obese -20 years*

Chronic Illness

Diabetes +2000%

Heart & Circulation +200%

Cancer +15%

General Health

Sick Days Obese +200%

Sick Days Morbid Obese +550%

Drs Visits +60%

Disability
Obese +50%

Morbidly Obese +300%

AdultsA

*with highest risk factors
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The Impact on Adult Health

Chronic Illnesses

AdultsA

 A person with a BMI of 35 or more is 

20 times more likely to develop 

diabetes than with a normal BMI3)

 That person is also 1.9 times more 

likely to develop gallstones, 1.7 times 

hypertension, and 1.4 heart diseases3)

 Research estimates that 5% of all 

cancers is related to obesity3)

Life Expectancy

 O-people with a BMI >30 lose on 

average 6-7 years of life at the age of 

40 years1)

 Obesity can cut life expectancy up to 

20 years in morbidly obese2)

 Even being just overweight can cut life 

expectancy by 3 years if the person is 

a non smoker
0.00

2.00

4.00

6.00

8.00

BMI 25-30 BMI >30

Reduced Life Expectancy

Smoker

Non Smoker

Review graph
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The Impact on Adult Health

General Health

Disability

 The likelihood of becoming disables is raised 

50 % for O-people2)

 For morbidly 0-people the risk rises by 300%2)

 Alongside disability O-people report twice as 

many work related problems that limit them at work

AdultsA

 O-people are much more likely to take sick

days off work1)

• Lost workdays per 100 employees with a 

BMI of 18.5-24.9 is 14.19 

• Lost workdays per 100 employees with a 

BMI of 30-34.9 is 75.21

• Lost workdays per 100 employees with a 

BMI of >40 is 183.63

0

5

10

15

Normal
Weight

Obese Morbidly
Obese

Days Sick Days per Year
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The Impact on Adult Well Being

Well Being Impacts

Bullying
Probability to be 

bullied
+50%

Depression Rate of depression +100%

Partners
Co-habitation -2.5%

Marriage -1%

Sex Life
Erectile Dysfunction +300%

Sexual Problems +200%

AdultsA
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Finding a Partner

The Impact on Adult Well Being

Bullying and Discrimination

 Obese women are less likely to find a 

partner for marriage or cohabitation than 

non-obese women2)

 O-Men are lucky in that women are more 

willing to accept them

 The whole process of disadvantage begins 

for  girls at school

 There are now in the US at least 

specialised dating services for O-people3)

AdultsA

 O-people are subject to discrimination in 

employment decisions based on body 

weight1)

 O-people are frequently stereotyped as 

emotionally impaired, socially handicapped 

and as possessing negative personality 

traits1)
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The Impact on Adult Well Being

Depression 1) 2)

Sexual Performance

 „Obese women report significantly lesser 

satisfaction with their sexual life, more frequent 

symptoms of urinary incontinence at intercourse, 

more often fear of urine leakage at intercourse, a 

higher tendency toward avoiding intercourse and 

more frequent feelings of guilt and disgust during 

intercourse‟.3)

 For men, obesity can increase three fold the odds 

of having Erectile Dysfunction4)

 31% of obese people have problems with their sex 

life compared to a normal weight population with 

about 15% only5)

AdultsA

 Obesity can almost doubles the odds o-

women will have a serious depression

 Evidence of an added depression risk in o-

men is limited

 Dysregulation of the pituitary gland is a 

likely cause in o-people

 Problems seem to stem from negative self 

image and stereotyping from others

0

10

20

30

40

50

Normal Obese

15%

31%

%

Men reporting Sex problems

Normal Obese
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The Impact on Opportunities for Adults

Opportunity Impacts

Salary & Wages
Obese -6%

Morbidly Obese -24%

Unemployment
Unemployment

Rate
+50%

Education University Degree -75%

Career Top Quintile -80%

AdultsA
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The Impact on Opportunities for Adults

 Wages of mildly obese white women were 5.9 percent lower 

than standard weight counterparts; morbidly obese white 

women were 24.1 percent lower1)

 A study showed that applicant weight explained 34.6% of the 

variance in hiring decisions. In contrast 10.6% of the variance 

was explained by the sex of the applicant.1)

 Obese people report more often poor ability to perform their 

work and poorer health at work2)

 Reduced workforce participation3) and higher unemployment4)

also reduce their total income. In France, while unemployment 

of normal weight people at mid-career was at 6.8 % in the 

1990s obese people showed an unemployment rate of 14.9%5)

AdultsA

0

10

20

30

Obese Morbitly Obese

%
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Income Reduction

 Weight is a very strong predictor of the level 

of education attained. Only 10% of people 

with a graduate degree are obese in the 

US6)

 Whereas 65% of Americans are overweight 

only one in 9% of top executives are 

overweight, with obesity being uncommon 

and morbid obesity non existent

Lower Income Potential

Glass Ceiling on Career
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The Impact on Opportunities for Adults

Limitations on Travel

 Airlines commonly ask passengers to purchase 2 

tickets if they cannot fit in one seat with armrests 

down. This represents a major disincentive to 

travel, because of cost which is doubled and 

potential embarrassment that they „might not fit‟

 Car transportation is also a problem. Obese people 

are at greater risk to die from a car crash, because 

of the momentum and their weight1). They need 

special large children seats2). They incur greater 

fuel costs. Americans are now using 640 million 

more gallons of gas for driving than they used to in 

the 1960s because of their higher weights3).

AdultsA
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Chapter 2 - Impact of Obesity: Qualitative Analysis

Government

Groups Impacted 

by Obesity

AdultsA

ChildrenB

BusinessD

E

Healthcare 

Providers 

and Payers
C
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The Impact of Obesity on Children

Impacts on Children

Childhood Cardiovascular Risk Factors2) +240%

Educational Achievement3) 4) -75%

Obesity in Adulthood5) +80%

Chronic Illness in early & mid adulthood6) 7) +100%

Bullying8) +50%

Children as young 

as one or two years 

old are eating 30% 

too much1)

ChildrenB
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The Impact of Obesity on Children

Lower Educational Achievement in early years

Lower Educational Achievement at University

ChildrenB

• O-children have significantly 
lower math and reading test 
scores as  compared to non-O 
children in kindergarten. For 
overweight boys, the effect on 
math scores is  statistically 
equivalent to watching two extra 
hours of TV per day.3)

• O-teenagers and young adults 
perform less well in school and 
university exams for the same 
level of intelligence. The 
possible explanation is a lack of 
self esteem/confidence 2)

Under-
weight

Normal Over-
weight

Obese
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The Impact of Obesity on Children

Ill Health earlier in 

Adulthood 

• The younger you are, and the 
more obese you are, the more 
years of life you lose at the 
end. 

• By 2035, the percentage of 
American adults with obesity-
related coronary heart 
disease will increase by as 
much as 16 percent, and 
obesity-related heart disease 
deaths could grow by as 
much as 19 percent1) 2).

ChildrenB
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The Impact of Obesity on Children

Bullying

 Obese boys are 1.7 times 

more likely to be overt 

bullies, and 1.5 times 

more likely to be overt 

victims1)

 Obese girls are 1.5 times 

more likely to be overt 

victims compared to 

average weight girls1)

ChildrenB
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Chapter 2 - Impact of Obesity: Qualitative Analysis

Government
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by Obesity
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ChildrenB
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Health Care Providers and Payers: Introduction

The obese 

impact 

healthcare 

systems in 

several 

ways

Healthcare 
Providers 
and Payers

C

Category Examples

Demand 

for 

services

 Obese visit primary care doctors more
 There is a knock on from primary care to specialist care
 Hospital stays are lengthened due by increased 

incidence of complications
 There is a need for a substantial additional capacity in 

specific services such as weight management

Additional 

Infra-

structure

 New ambulances are required
 Stronger beds, trolleys and chairs are required
 Bigger wheelchairs are needed
 Gantry‟s for CT, MRI, etc need modifications
 Lifting gear to assist porters, nurses and auxiliary nurses 

do their job

Public

Funding

 Governments and taxpayers face increased funding 
demands

 With limited global budgets there is a conflict with other 
major public health initiatives

 There is a tricky question of how much to fund 
prevention initiatives

(See chapter 3 on Costs)

Private 

Insurance

 Pressure to limit premiums from the insured and co-
payers such as employees means insurance companies 
will try other ways to avoid the cost impact of obesity, 
such as refusing insurance, partial reimbursement

(See chapter 3 on Costs)
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Increased Demand for Services 

has a High Total Impact on Costs
Healthcare 
Providers 
and Payers

C

Demand for Services

 Obese visit primary care doctors 

64% more than the rest of the 

population

 The knock on from primary care 

to specialist care has to date not 

been accurately quantified

 There is a need for a substantial 

additional capacity in specific  

traditional as well as new 

services such as weight 

management

 The number of hospital stays is 

increasing as well as lengthened 

due to the increased incidence of 

complications

Even after taking account of reduced life span O-people cost much more on 

average 1)
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Healthcare 
Providers 
and Payers

C

Increased Infrastructure Costs

Hospitals Invest in a Wide Array of New Equipment

Not only do hospitals have to invest in new equipment 

which can fit O-people, but these tend to be a lot more 

expensive. Here are some of the  typical investments 

hospitals have to make

 Medical equipment: CT scanners and ultrasound, 

X-ray and MRI machines that can fit the O-

People. However, the extra centimetres of fat do 

get in the way of getting a good image, or even an 

image at all.1) Longer needles and catheters are 

also necessary.1)

 Furniture: Motorized hospital bed cost $18,500, 5 

times the price of the smaller version of it2). 

Oversize wheelchairs cost 8 times the price of a 

normal one. Stretchers cost $3,147 instead of 

$2,4001). Operating tables cost almost double2). 

They also have to get  „big-boy‟ beds, walkers, 

reinforced toilets, larger/stronger chairs, stronger 

elevators, etc.1)

 Other: „Extracting machines‟ have also become 

necessary to get the people out of their house or 

of their cars1). Bigger ambulances are also 

needed.3)
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Chapter 2 - Impact of Obesity: Qualitative Analysis

Government

Groups Impacted 

by Obesity

AdultsA

ChildrenB

BusinessD

E

Healthcare 

Providers 
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The impact of Obesity on Businesses 

The obese 

impact 

businesses 

in three 

main areas 

and food

businesses 

have special 

issues

BusinessD

Category Examples

Workforce  Obese workers have a lower total productivity due to 
higher rates of absenteeism and lower fitness levels

 Obese workers are less flexible because they cannot 
work in certain environments with low space or where 
physical effort is high

 The Obese may be a health and safety risk to 
themselves and others, e.g. when building needs to 
be evacuated

 Employers face risks of discrimination lawsuits

Customers  Where customer space or weight is an issue a 
business may have additional demands on its 
customer services or additional costs

Opportunities  The obesity pandemic has spouted a large number of 
niche businesses to cater for  basic needs (e.g. 
clothing), emotional needs (e.g. dating) and for 
special needs (e.g. strengthened furniture)

 The healthy food market is an expanding niche

Special Case: 

Food 

Businesses

 Food businesses, especially fast food restaurants and 
snack producers stand accused of fueling the obesity 
epidemic. This exposes them to liability lawsuits when 
communication or labeling is misleading

 There is a real threat of advertising bans and more 
direct health warnings

 Special taxes might be imposed on certain foods
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The Impact on Business‟s Workforce
BusinessD

3)

0
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Lower Productivity

 Loss in productivity $506 per worker per 

year due to health-related work limitations, 

specifically regarding time needed to 

complete tasks and ability to perform 

physical job demands1)

 Obese workers cost an estimated $42.29 

billion in Lost Productive Time, an excess of 

$11.70 billion compared with normal-weight 

workers in the US2)

 7% of O-people have work limitations 

versus 3% among normal weight people3)

 O-people have more limitations due to their 

sheer size, whereby they might simply not 

fit into small workspace, or they might not 

be fit enough to perform a number of basic 

tasks such as getting into a car, climb a few 

stairs, walk a certain distance, etc.

Lower Flexibility
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The Impact on Business‟s Workforce
BusinessD

 O-workers cost their bosses more in injury claims than 

their lean colleagues, where the heaviest employees 

have twice the rate of workers' compensation claims as 

their fit co-workers1)

 Severely O-workers had 13 times more lost workdays 

due to work-related injuries and that their medical 

claims for those injuries were seven times higher1)

 Seriously O-people might not be able to run down the 

stairs in case of an emergency where elevators should 

not be used. This can put the rest of the workforce at 

risk when a building is meant to be evacuated promptly

 While experiencing heavier costs and complications when dealing with obese 

employees, businesses also have to face increased discrimination risks

 Since 1993, the US ruled that job discrimination against severely obese people 

was illegal. This followed a case where the court  ruled that an O-person be 

compensated with a $100K for having been discriminated and refused a job 

under the premises her weight compromised her ability to evacuate patients in 

an emergency and that her obesity might develop into more serious  probs2)

 Such lawsuits are continuing. For example, an 550pounds Oregon truck driver 

suspended for obesity because he could not fit into it anymore won a $109K 

lawsuit 3)

 Some changes have occurred though, whereby in 2005, a court ruled the 

opposite way 4)
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The Impact on Business‟s Customers
BusinessD

 O-people represent a serious challenge in order to 

satisfy them as customers. For example, it might 

be a problem to fit an O-person at any of a 

restaurant‟s tables, the chairs might not hold their 

weight, or perhaps the restaurant does not want to 

have an obese person eating there because of the 

image it brings

 Staff will need special training in cases where there 

is a need to deny service to an O-person for 

reasons of space, health and safety or other 

reasons
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Charging for Space of Weight

 The additional fuel needed on planes to carry obese people 

has been estimated to 350 million gallons extra, or a cost of 

$275 million in 2000 from 19901). Today this cost is $1 billion2)

 Airlines have tried to charge more for obese passengers by 

charging for 2 seats if the passenger cannot fit into one with 

armrests down

 This has been ruled out in Canada as „one-person, one-fare‟ 

policy, costing Air Canada about $6.93 million and WestJet

about $1.48 million per year3)

 Airlines are also investing into new, wider planes which will fit 

the obese, and which are lighter to overcome the extra weight 

of the obese4)

Check

Customer Service Challenges
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The Opportunities for Business

Niche Services and Products

Healthy Food

BusinessD

 The „plus-size‟ starts at 14, with over half of women 

wearing that size or higher. The plus-size market 

has grown 50 percent to $32 billion in the last 5 

years in the US1). In 2000, it represented 30% of 

the retail market2)

 Supply of a wide variety of items for home use is 

also booming, in order to address O-people‟s 

special needs. For example, bottom wipers, extra-

strong chairs and beds, etc. 

 One of the key messages by educational campaigns against 

obesity is to eat „healthy‟. As a result, the sale of „healthy foods‟ 

from whole wheat bread to organic fruit and special snack bars 

have a large potential for growth.

 Businesses in this area need to have serious offers if they are to 

avoid the trap of potential future regulation. For example a lot of 

low fat products are actually high in calories. It is easy to predict 

that misleading claims will be regulated
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The potential Impact on Food Business

Advertising Bans



BusinessD

 Many argue that taxes on certain foods could have an strong 

impact on people‟s eating habits 1)

 A small % increase per item (say 10-20%) is extremely 

unlikely to have a real impact in changing O-people‟s eating 

habits

 A 17.5% increase on food in the US would mean that people 

would spend on average 8.8% instead of 7.5% of their total 

income on food2) 3)

 Raising taxes on food is an extremely unattractive proposition 

for politicians

 In the UK taxes on drinks , potato crisps and ice cream are 

17.5% , yet demand for crisps is the highest in Europe

 Advertising is one of the key tools used to promote 

food. A study on ads during children‟s TV program 

between 7 and 11 am showed that 25% of them were 

promoting foods, and more than half of those were for 

fast food restaurants, snacks, and drinks4)

 Governments have started to set some limitations on 

these ads, the same way as they banned cigarettes ads 

long ago in most developed countries. Switzerland has 

chosen to ban food ads targeted to children below the 

age 6, and the UK has put some restrictions on ads for 

children and adolescents below 16. 

 Such policies have a major impact on sales of those 

businesses which rely heavily on this form of promotion
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The potential Impact on Food Business

Labelling & Display Regulations

Product Liability Risks

Risk Category Description

Products Liability Product defective and health hazard

Personal Injury Product led to illness e.g. obesity

Negligence Knew product was hazardous to health 

Strict Liability Extreme Hazard

Failure to Warn Failed to disclose product was associated with disease

Breach Warranty Product not as healthy as purported

Misrepresentation Health claims valid

Negligent Marketing Marketing w/o stating health risks

Advertising Liability Advertising to mislead customers especially children

Government Fast food sin taxes to avoid more punitive action 

BusinessD

 Having a simple and clear label on food clearly 

stating the calorific content of a product (eg

red/green light, the same way as cigarettes have to 

have a large health warning on the package) could 

have a strong impact in lowering the sales of 

certain products. 

 On the other hand, it could encourage the sales of 

„health foods‟. This method is already used as a 

strategy to attract customers in certain places. For 

example, in Switzerland, most foods with a very 

low calorific content are clearly advertising it on the 

front of the packaging.

 There are many potential liability litigations related 

to obesity and the food industry. One of the most 

famous cases involves a group of obese teenagers 

in New York who filed a lawsuit against  McDonalds 

who claimed first that the company acted 

negligently by selling food that was high in fat, salt, 

sugar and cholesterol, then tried further by claiming 

that McDs advertising misled the customer. The 

judge dismissed the suit4).

 So there is a wide range of possible allegations. 

Here is a list of those:
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Chapter 2 - Impact of Obesity: Qualitative Analysis

Government
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by Obesity
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The impact of Obesity on Governments 

The impact 

of obesity 

on 

government 

covers 

several 

major areas

GovernmentE

Category Examples

Public Health  Governments need an obesity prevention and 
reduction strategy but they lack real hard evidence 
on effective measures

 Obesity is a multi-department issue that needs to 
be coordinated across health, education, sport and 
local government departments as well as government 
funded agencies in these areas

 There are large number of potential detailed 
initiatives that all face strong industry or political 
resistance (e.g. advertising bans, food labeling 
standards, new planning rules, school sports funding)

Healthcare

& Sports 

Expenditure

 The cost impact of the increased burden creates
funding challenges and conflicts with other priority 
issues

 There is a real dilemma around funding prevention 
measures where the impact may be low such as 
sports grounds

Taxation

Policy

 Up till now there is no real pressure outside the public 
health community and a small number of pressure 
groups to change taxation of foods, but does this 
mean governments can ignore it?

Economic

Growth

 A large group with low average productivity, poor 
health and shorter lives is a factor slowing 
economic growth. Does this help speed up and 
increase efforts to control the obesity pandemic?
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The Impact on Government‟s Public Health 

Strategy

Funding Prevention

For every dollar 

spent on obesity 

prevention, 2.5 are 

spent on smoking 

and 15 are spent 

on AIDS

GovernmentE

 During the 1990‟s most governments “slept” 

through the obesity epidemic

 Only from around 2003-2004 have we seen 

governments begin to take the epidemic with the 

seriousness it deserves

 As a result, today governments are unclear as to 

what policies they should implement and how to do 

it best.

 Obesity is competing for attention against other 

healthcare issues which have simpler solutions. As 

a result it seems to loose out as a funding priority

 On tackling the lack of physical activity the 

reluctance to spend on measures affecting adults 

is understandable as there is a complete lack of 

evidence that it could be useful
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The Impact on Government‟s Public Health 

Strategy

Strategy Coordination

Political Issues

GovernmentE

 Tackling obesity means working at two levels both 

to promote exercise and to improve eating habits.  

This is a complex task because it involves multiple 

actors both the public and the private sector, from 

schools and businesses, to NGOs, local 

government entities, policy makers, doctors, 

families, etc. It also needs to be implemented both 

at the local and at the country level.

 In order to be successful, governments will have to 

find innovative ways to coordinate all these entities 

successfully 

 Promoting a lifestyle change in eating habits and in exercising is 

bound to find resistance at all levels from businesses who profit 

from the current set-up to the people who don‟t want to feel they 

are forced into anything

 Just about every radical policy will experience an extreme 

resistance. In Singapore, where the government has a strong 

political power, the very successful „Trim and Fit‟ program 

which reduced child obesity from 14% to 9.5%1) in 10 years has 

finally been cancelled  due to parents pressure groups

 Such pressures on governments make it particularly difficult to 

take the radical measures which are needed to tackle the 

epidemic
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The Impact Government‟s Healthcare and Sports 

Expenditures

Increases in Healthcare Demand

Sports Policy

O-people visit general practitioners 

64% more often than normal weight 

people

O-people stay longer in hospital 

and have more complications

GovernmentE

 If unchecked, obesity could count for 20% of 

the total US healthcare budget by 20201) 

 O-People use medical services significantly 

more often than others

 Bring o-people to hospital has required 

expensive new ambulances and in hospital 

everything from special chairs, trolleys and 

toilets are needed

 Hospital stays and lengthened  due to a higher 

rate of complications and bed care processes 

require additional staff

 The UK is planning to invest a GBP1.5 billion in 

creating a sustainable structure for school sport. 

The plan is to promote 2h of sport as part of the 

curriculum, and 2 more hours as extracurricular 

activities.

 Another £494,000 is planned for a project to 

motivate inactive children to become fitter.  (e.g. 

Children at schools in deprived areas are to be 

given pedometers)

 The US Federal Government Spends More Than 

$600 Million Annually To Fight Obesity3). 
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The Impact on Governments‟ Taxation Policy

Taxation of Food

Current Tax Policy 

is “upside down”, 

setting lower rates 

for less desirable 

activity

GovernmentE

 There is little evidence on the impact of economic instruments on 

healthy eating and their effectiveness in preventing/controlling obesity1)

 Moderate taxes on unhealthy foods show minimal to no impact on 

consumption. Also, such taxation is regressive, because low-income 

individuals and families spend a greater proportion of their income on 

food than higher-income earners. This can be offset with tax rebates1)

 Taxing junk food could generate income for the government which could 

then be used for health promotion or to subsidize healthier foods

 Taxation on food could take different forms. Either to impose a tax on 

specific foods such as „snack food, or base it on the calories/ nutrients. 

The latter option would be more complex

 There is also little evidence on the impact of various economic 

instruments on physical activity or on their effectiveness in 

preventing and controlling obesity1)

 Canada has started since 2006 to give tax credits to help 

parents register their children into sports programs up to $500 

per year. This tax credit is estimated to cost Canada $160 

million per year. There is however no evaluation to this day of 

the impact of this tax rebate1)

 The Preventive Medicine for a Healthier America Act of 2006 

includes a wellness program credit to companies “for any 

taxable year… equal to $200 per qualified employee employed 

by the eligible employer during the taxable year.” 2)
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The Impact on Governments‟ Economic Plans

Healthcare Cost Impact on Business

GovernmentE

 Productivity gains are an important factor 

underpinning and driving economic growth

 If between 1/3 and ½ of the workforce has lower 

productivity then the potential rate of economic 

growth is reduced

 Because o-people are less motivated to achieve 

higher educational levels the overall quality of the 

workforce is lower and hence growth potential is 

reduced

 Healthcare costs are very significant part of 

business‟s non wage labour bills (typically around 

10%, in the US much more)

 Cost that rises such as healthcare, reduces 

business‟s profits and thereby its ability /inclination 

to invest. If investments are impaired economic 

growth will be lower

 Business are attracted to low tax, low overhead 

cost locations, some will leave large countries for 

such locations
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1. Obesity has severe negative heath, welfare and other 
impacts on those affected

2. Obesity in children has at first an impact on well being, 
then it lowers opportunities and increases the 
likelihood of chronic illness at a relatively young age

3. The impact and cost of obesity will rise as those 
affected get older and as the epidemic spreads

4. The healthcare system is facing large increases in 
service demand for services from obese patients

5. The healthcare system faces significantly increased 
infrastructure and ambulance

6. Who pays for the obese patients (Insurance/ 
Government/ themselves) is likely to be increasingly an 
issue?

7. Businesses have the dilemma of how to best deal with 
a group of less productive workers without being 
trapped by discrimination lawsuits

8. Food businesses will almost certainly face new 
regulations and may face litigation 

9. Governments have big challenges to define and 
implement prevention and reduction strategies in a 
multi-departmental and multi agency setting

10. Governments will face big challenges if they try to 
coerce obese citizens to participate in weight 
management programs

Conclusions

Impact of Obesity: 

Top 10 Conclusions from Qualitative Analysis
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Chapter 3 - Impact of Obesity: Qualitative Analysis

Cost Impact of 

Obesity

 After looking at 
the qualitative 
impact of Obesity, 
we will now look 
at its quantitative 
impact: the Cost 
of Obesity

A Growing 

Burden
A

O-PeopleB

Who is 

Paying
D

Healthcare 

System
C



© Type Two ltd. 2008

T
Y

P
E

T
W

O

68

Chapter 3 - Impact of Obesity: Qualitative Analysis

Cost Impact of 

Obesity
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The Cost of Obesity
A Growing 

Burden
A

 Various estimates concur that obesity 

is adding somewhere between  21) 

and 52)% to healthcare costs 

depending on the level of obesity in a 

particular country

 Forward looking estimates3) conclude 

that when the obese boomers reach 

old age in the next  20 years that 

healthcare costs  could  be driven up 

to 17% of total healthcare costs4)

 Without major policy change we 

expect USA to reach such 

disastrous levels by 2025

 Switzerland is predicted to catch up 

with where USA is today by 2015, 

but it could avoid disastrous levels 

with a tougher policy now

Obesity Boomers are getting older

Healthcare Spending on Obesity
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The Cost of Obesity

 The cost impact goes 

beyond just the healthcare 

system, the obese are 

faced with costs, 

businesses face costs and 

governments also face 

costs outside the health 

system

A Growing 

Burden
A

Costs

Reduced 

productivity

Reduced

Potential

Direct Costs
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The Cost of Obesity

 Alongside the direct costs, there are 

very significant indirect and 

opportunity costs for all the players

 Estimates from major studies in the 

US and the UK put the indirect costs 

at 100-200% of the direct costs

 If we only take account of the direct 

costs of obesity then we are only 

looking at the tip of the iceberg

 Making all the costs transparent is 

an important factor in helping shape 

the right policies and in giving 

policies the correct level of priority
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Chapter 3 - Impact of Obesity: Qualitative Analysis

Cost Impact of 

Obesity
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Direct Costs for O-People: Introduction
O-PeopleB

What we DO NOT count as extra costs

 We do not count any additional cost for 

the extra food consumed as this cost is 

simply a matter of personal choice

 Obese people prefer to spend the 

money they have on food, rather than 

say clothing or entertainment


What we DO count as extra cost

 We do count costs that are higher for the 

same product or service if you are obese

 If for example Obese people must pay 

more for a flight from New York to San 

Francisco, this is an additional cost 
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Direct Costs for O-People

 In the UK the national health system is free except for 
small copayments on medicines. Since obese

U
K

 Employed: In US we found no hard evidence of differing 
insurance rates in employer based schemes. Main cost 
is likely to be copayments and fees per visit payments

U
S

 In Switzerland the insured can choose between low and 
high co-payments limits. Presumably most obese opt for 
low copayments. This will raise insurance premiums by 
around 90-100%
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Healthcare 

costs for 

O-People 

in US 

Dollars

 Unemployed/ self-employed: It is likely that self 
employed or unemployed obese people have to pay 
higher premiums, especially if they have pre-existing 
conditions. No hard figures available
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Direct Costs for O-People

 Extra weight increases gasoline consumption

 Obese people drive more and walk less

 Bigger people need bigger and more expensive cars

 For a BMI over 40 air tickets may cost double when 
two seats have to be paidT

ra
n

s
p

o
rt

 For a BMI of 30 there is probably no extra cost

 For BMIs of 40 and more everything from the cradle 
(baby seats) to the grave  (coffins) may be expensive

H
o

u
s
e

Living 

Expenses 

for O-

People in 

US Dollars

1501) -

10002)

0-3003)

For BMI of 30 these additional costs are low, however at BMIs higher than 40 the cost 

can rise quickly to high levels, particularly if airline flights are frequent

O-PeopleB
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Direct Costs for Obese People

The lack of a direct link between the condition and most of these costs mean that 

the obese almost certainly do not associate the costs with their condition

Summary – Direct Costs for Obese People

 We estimate that Healthcare costs paid by obese 

people are in the range US$50-1200 per year (UK 

lowest, Switzerland highest)

 This is largely due to co-payments, visit 

/medicine fees and deductibles

 There is no evidence that obese people cannot 

get attractive term life insurance rates

 Discounts for  normal weight people appear to be 

marketing gimmicks

 The added cost for living expenses is low for a 

BMI of 30, but can be very high with a BMI of >40

Healthcare Cost

From $50 to $1200

Added Cost of Living

BMI 30 $0 

BMI 40 $1000

O-PeopleB
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Chapter 3 - Impact of Obesity: Qualitative Analysis

Cost Impact of 

Obesity

A Growing 

Burden
A

O-PeopleB

Who is

Paying
D

Healthcare 

System
C
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The Lifetime Added Healthcare Cost of O-

people is High
Healthcare 

System
C

Category Lifetime 

Cost K$

O-Male +16,490

O-Female +21,550

Average O +19020

Morbid O-Male +16,720

Morbid O-Female +29,460

Average Morbid-O +23,090

Added Lifetime Cost

 O-People $19,020

 Morbid-O-People $23,090

 Remember these are added 

costs despite the fact that 

the number of years lived 

is shorter or very much 

shorter
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Without Changes Healthcare Providers Will 

Have to Carry Additional Costs 

Standard

Cost

Obesity

Complications

Infrastructure
Revenue 

Gap

Standard

Cost

 In theory additional demand 

would be compensated for by 

additional revenue

 However without obesity specific 

reimbursement codes, the 

additional cost of infrastructure 

and longer stays will be

underfunded

The Revenue Gap

Healthcare 

System
C
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Insurance Companies and Taxpayers Will Face 

Increased Demand for Health Spending

Increased Costs

 Even without additional charge codes 

for O-patients, demand rises due to:
 more regular visits to primary care

 more referrals to specialists, and

 need for special services

 Private insurers can simply pass on 

this cost by increasing premiums

 Up till now additional costs in private 

insurance are borne in almost all 

cases by all insurees

 In public health systems the costs fall 

to all taxpayers

Resistance of Insured & Taxpayers

 Health insurers have to cope with 

pressure to keep down insurance 

costs. The pressure comes from the 

insured themselves, and often from 

employers who make copayments

 Governments who fund public 

systems also face pressure to limit 

taxpayer support

 As a result insurance companies and 

governments do have an interest to 

limit the impact of obesity 

1. Governments are motivated to prevent & reduce obesity by funding initiatives

2. Private Insurance will try when they can to refuse insurance and only partially 
reimburse its existing patient base of obese, or to raise premiums for obese clients

Key impacts

Healthcare 

System
C
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Chapter 3 - Impact of Obesity: Qualitative Analysis

Cost Impact of 

Obesity

A Growing 

Burden
A

O-PeopleB

Who is

Paying
D

Healthcare 

System
C
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Cost

The People Who Cause the High Extra Costs 

Pick Up at Most 10% of the Bill

O People

Cause

Who 

Pays?

Who is 

Paying
D

Payers
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Summary of Findings
Who is 

Paying
D

Pivotal Research Findings Costs/Spending

 Added Lifetime Cost of O-

People is substantial

(19K$-23K$)

 Total Cost to US in 2008 is 

more than US$120bn

 Total Cost to UK could reach 

2% of GDP in 2050 

= £22.5bn ($45bn)

 90% of cost borne by 

taxpayers and businesses

 The US agency responsible 

for public health 

coordination Center for 

Disease Control has a 2008 

budget of only $41m for 

Obesity

 The UK Health Spending 

advisory agency (NICE) 

suggested a national obesity 

fighting budget of only £35m 

($70m) to cover all drugs, 

surgery and some 

prevention costs

Versus

Versus

Versus
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Impact of Obesity: 

Top 10 Conclusions from Quantitative Analysis

1. Even without an increase in obesity rates, the fact that 
the O-boomers are getting older will put a large burden 
on healthcare demand and hence costs

2. In most countries rates will increase for the foreseeable 
future and with increasing numbers of children affected 
the costs will begin to appear earlier

3. Alongside direct costs, healthcare systems face a 
significant extra infrastructure cost

4. Over a lifetime the cost of obesity is high, even when we 
take into account shortened life expectancy

5. Some countries could avoid these big increases if they 
made a radical change in policy now

6. The indirect costs of obesity are in the range of 100-
300% of direct costs

7. Employers lose working days through sickness and 
society loses with lower productivity and lower 
educational levels

8. O-people do pay to varying extents for their condition, 
but it is unlikely that they associate most of their costs 
with their condition, hence there is no incentive to lose 
weight to save these costs

9. Around 90% of the cost is borne by employers and 
taxpayers/health insured

10.The amounts spent on prevention and treatment are  
very low compared to other public health issues such 
as AIDS and smoking

Conclusions

Cost 

Impact 

of 

Obesity

A growing 

Burden
A

O-PeopleB

Who is

Paying
D

Healthcare 

System
C
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Impacts of Obesity: Conclusions

In summary, Obesity is not good for Society as a whole

Obesity is not good for Children

Obesity is not good for Employers

Obesity is not good for Healthcare Providers







Obesity is not good for Taxpayers



Obesity is not good for Adults
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Part III - Policy
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Policy Review Process

Part III: Policies

Review 

Comparable 

Challenges

4

Review O-Policy5

Gold Standard6
Assess Countries 

versus Gold 

Standard

7

In this part III, we will conduct the following policy review process

1. We will first review comparable challenges as well as current O-Policies

2. Based on this analysis, we will then define a feasible Gold Standard

3. Finally, we will assess 4 countries against this Gold Standard and make 

recommendations  what each of these countries needs to do to move from there
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Policy Introduction

What is any policy trying to achieve?

1. Prevent  the general 

population from becoming 

obese

2. Help the O-People to reduce 

weight (“Cure”) or at least not 

gain more weight (“Stabilise”)

Most Critical Success Factor

Mindset Change

leading to

Behavioural Change
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Policy Review Process

Review 

Comparable 

Challenges

4

Review O-Policy5

Gold Standard6
Assess Countries 

versus Gold 

Standard

7

Chapter 4 – Comparable Health & Social Challenges
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Policy Review Process

Review O-Policy5

Gold Standard6
Assess Countries 

versus Gold 

Standard

7

Chapter 4 – Comparable Health & Social Challenges

Contents:

1. Review of 4 comparable challenges

2. Key lessons

Review 

Comparable 

Challenges

4
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Before Re-inventing the Wheel, it Makes Sense to 

look at Policy Success & Failure on Similar Areas

Comparable Challenges to Obesity

1. Stopping of Cigarette Smoking

2. Getting the Unemployed Back to Work

3. Reduction of Alcohol Abuse and Alcoholism

4. Reducing levels of Teenage Pregnancy

5. Mobilising Politics to get funding: AIDS and Smoking

 The policies in many countries have been a success in the case 

of Smoking and getting the unemployed back to work

 The policies for Alcohol and for teenage pregnancies have 

generally been failures

Review 

Comparable 

Challenges

4
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Success Case Smoking: Mindset Change 

Required Several Sticks Plus at Least One Carrot
 Review 

Comparable 

Challenges

4

1 Carrot4 Sticks

Taxes & Premiums

• Several studies show that 
high taxes reduced were 
effective

• Caveat is that it requires 
very high taxes to make 
any difference

• Little evidence that 
insurance premiums are 
important

Shock Education

• It took shock images to 
have a measurable impact

• The success of health 
warnings is more doubtful, 
but it added to the overall 
pressure for change

Social Exclusion

• Smoking bans indoors, 
which created a separate 
social group have been 
shown to be effective

• It became OK to criticize 
that smokers, smelled, had 
bad breath etc

Advertising Bans

• This was not effective for 
cessation, but it was very 
effective in preventing 
children from  having a 
positive image of smoking 
and thereby decreasing the 
chance they would begin

Cessation Support

• Government and employers 
offered free support to help 
give up the addiction

+
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Success Case Getting Unemployed Back to Work 

Mindset Change Required Both Sticks & Carrots


1 Carrot2 Sticks

Take Job or 

Lose benefits

• In many countries policy for 
the unemployed required 
that they accept a job when 
offered, otherwise they 
loose benefits

Accept Training or 

Lose benefits

• As an alternative to directly 
re-entering the workplace a 
common alternative offered 
was re-training to improve 
skills and enhance 
employability

Tax Credits 

• For working a minimum 
number of hours generous 
tax credits widen the gap 
between the income from 
working and the benefits 
paid for inactivity

+

Review 

Comparable 

Challenges

4
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Taxes in Sweden

Failure Case Alcohol: Substitution & Evasion 

Limited the Efforts to Curb Excessive Consumption

Increase Taxes on Spirits

• The government imposed higher 
taxes on strong alcoholic 
beverages 

Substitution

• There was not net reduction in 
overall alcohol consumption

• Spirits sales went down, but 
beer simply took their place

High Age Limits for Purchase in USA

Age 21 or Over

• This was a political policy of the 
Reagan administration

Evasion / Substitution

• Wide Scale forgery of IDs with 
false age information

• Increased binge drinking in 
private parties and homes

• Increased abuse of other 
substances

 Review 

Comparable 

Challenges

4
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Failure Case Teenage Pregnancy: Despite 

Intensive Proactive Education & Free Contraception


Policy Mix

Education

• Intensive education. 
Particularly in schools 
aimed at reducing teenage 
pregnancy

Father‟s Pay for 

Children

• The theoretical stick was to 
make father‟s pay

• Virtually non of the father‟s 
involved could or would pay

Social Security 

• The social security system 
supports single mothers

• In almost all cases a single 
mother looking for 
accommodation would get 
free accommodation and 
some help with basic 
furnishing

Social Security 

• The social security system 
supports single mothers

• In almost all cases a single 
mother looking for 
accommodation would get 
free accommodation and 
some help with basic 
furnishing

Teenage Pregnancy failed to 

decline because the girls 

involved still had no significant 

disincentive and education 

alone was not enough

Review 

Comparable 

Challenges

4
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Outstanding Examples of Political Mobilization

Policy Success: Examples of Political 

Mobilization

• Very powerful lobby led by NGOs

• Dramatic messages kept simple: “Smoking Kills, Quit smoking” 

and “it does not only affects you, it affects me”

• Exclusion stigma from workplaces, public entertainment places, 

etc

Anti-Smoking Lobby

• Very powerful lobby led by various gay charities

• Dramatic epidemic with deadly consequences message

• Powerful demands for funds from govts. and Pharma firms

• Excellent and effective public relations leading to multiple TV, 

Radio and News slots

• Lobby groups acted in concert and well aligned with the 

healthcare community

AIDS Lobby

Review 

Comparable 

Challenges

4
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Policy Review Process

Review O-Policy5

Gold Standard6
Assess Countries 

versus Gold 

Standard

7

Chapter 4 – Comparable Health & Social Challenges

Contents:

1. Review of 4 comparable challenges

2. Key lessons

Review 

Comparable 

Challenges

4
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Key Lessons: Framework

Strategies

• Success requires a multi-faced approach, no single measure is 
a golden bullet

Key 

lessons 

for an 

Effective 

Mix to 

achieve 

Behavior 

Change

• Mindset change does not happen without substantial pressure 
for change, “Sticks” and “Carrots” are important

• Education needs to be clear and direct to have an impact

• Tax changes need to be very large to make a difference

• One bad habit will most likely be replaced by a substitute if 
available

Review 

Comparable 

Challenges

4

• Social exclusion or stigma can be a powerful motivator

• Extensive support in many cases is needed to facilitate change
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How is the Challenge for Obesity 

Different from Other Cases?

• The education message from smoking became increasingly 
“louder” and more “aggressive” until it had an impact. Pure 
facts alone were not effective. But what is the louder and more 
aggressive message on obesity?

Additional 

Challenges 

for Obesity 

Policy

• Food offers an infinite number of substitutes and is more complex 
than alcohol or tobacco which by comparison are singular issues

• It is difficult to imagine that taxes could be raised by levels that 
showed impact elsewhere

• Taxes on food would affect the poor the most and are widely 
considered unacceptable unlike the broad acceptance of alcohol 
and tobacco taxes

• Whilst smokers who stop and workers who work have a black and 
white “cure”,  people have to eat

Review 

Comparable 

Challenges

4

• Obese people need to make multiple changes (energy intake and 
energy use) to succeed
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Policy Review Process

Review 

Comparable 

Challenges

4

Review O-Policy5

Gold Standard6
Assess Countries 

versus Gold 

Standard

7

Chapter 5 – Review of Current Policies
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Policy Review Process

Review 

Comparable 

Challenges

4

Gold Standard6
Assess Countries 

versus Gold 

Standard

7

Chapter 5 – Review of Current Policies

Contents:

1. Review of policies: what works, what does not work

2. WHO suggested policy guidelines

3. What can be learned from this review

Review O-Policy5
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What Works and What does not Work in O-Policy:

Management
Review 

O-Policies
5

One plan and one institution in 

charge

Having one plan and one institution in charge increase 

highly the chances for a program to be followed through 

Clear and agreed policies
It is absolutely critical that clear policies be set, agreed 

upon, and then followed through

Adequate funding
Adequate funding is absolutely key to the success of an 

O-policy

Power to push through policy
The institution in charge must have the power to push 

through their policy program

A good monitoring system
A good monitoring system will help support the program 

and ensure it is correctly implemented

+5

+5

+5

+5

+5

Policies Rating* Why does it work/not work

* Rating from 0 to 5, 5 being the best
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What Works and What does not Work in O-Policy:

Education

One additional hour of 

physical education

It is necessary but does not have a sufficient impact to 

reduce Obesity in already Obese children

Special physical programs for 

O-Children

It has proved to be a powerful tool to improve the weight 

of O-Children

O-Children weight monitoring 

+ parents counseling/support

It has proved to be a powerful tool to improve the weight 

of O-Children 

Nutrition education in schools
Can help improve dietary habits, but is likely to have little 

impact overall

Standard media campaigns
It is targeted to the wrong people. Today, it is the healthy 

who read the message

Review 

O-Policies
5

+2

+5

+5

+1

0

Health Warnings on food
Current health warnings are too complicated, send mixed 

messages and reach an already fit population
0

Simplified „Green light‟ 

warnings on food
One simple message, effective+4

Shock education / 

stigmatization of Obesity

Has proved to be a powerful method with smoking (e.g. 

“Obesity Kills”)
+5

Policies Rating* Why does it work/not work

* Rating from 0 to 5, 5 being the best
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What Works and What does not Work in O-Policy:

Environment

Healthy meals / Ban of 

vending machines in Schools

Best way to reach Children and teach good habits is in 

Schools, despite their home environment

Extracurricular activities 

available after school

It must be cheap. Such schemes are likely to reach the 

„richer‟ schools which are likely to need it less.

Standards for workplaces to 

provide healthy foods

People spend a lot of their time at their workplace. 
Making available a healthy mix of foods can be a 
powerful way to encourage good eating habits

Standards for workplaces to 

provide access to sport

Making physical activity available and cheap  at work 
could be a good way to encourage physical exercise but 
is likely to reach the ones who already have „good habits‟

Infrastructure conducive to 

physical activity

Improving the living environment with bike lanes, 
pedestrian and green areas would be effective, but 
investments needed are too large to make it happen

Review 

O-Policies
5

+4

+2

+4

+1

0

Ban of food ads, especially 

„junk‟ food

Bans on food ads is a must and feasible for children, but 
unlikely to happen for adults because of the powerful 
food companies lobby groups

+2

Regulation of slimming 

programs

Slimming programs MUST be regulated. O-People invest 
money and efforts in ineffective program, get then 
frustrated with it, and lose their will to change

+5

Encourage a healthy lifestyle
Cheap and easy access to sport is effective where the 
mentality is already geared towards it (CH), but not likely 
to help in places that need it the most (UK) 

+1

Policies Rating* Why does it work/not work

* Rating from 0 to 5, 5 being the best
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What Works and What does not Work in O-Policy:

(Dis)incentives

Taxes on high energy foods
It does not work because the price impact is too low (see 

more on next page)

Fruit and vegetables subsidies
It makes more of a difference for the wealthy people but 
is unlikely to change eating habits of the poor (see more 
on next page)

Insurance companies to 

discriminate against O-People

Health and life insurance firms should be able to charge 

more O-people as an incentive for them to lose weight, 

but it is likely to be limited by the „discrimination‟ debate

Other methods to incentivize 

weight-loss

The UK healthcare does not offer fertilization methods to 
O-people. Making weight-loss programs tax deductible is 
also good, but such schemes have limited target group

Review 

O-Policies
5

0

0

+2

+2

Policies Rating* Why does it work/not work

* Rating from 0 to 5, 5 being the best
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What Works and What does not Work in O-Policy:

(Dis)incentives - Taxes and Subsidies
Review 

O-Policies
5

Why not tax high energy food?

 There are a few simple reasons:

• Demand for food is not sensitive to 

prices within the maximum 

conceivable tax that could be applied 

(20%)

• The second worst country on obesity 

(UK) applies a tax of 17.5% on fizzy 

drinks and potato chips, but that has 

had no impact

• Any tax on food is highly regressive 

as the poorest pay a very much 

higher percentage of income on food 

than others. This is a political non 

starter

• Choosing foods to tax and which not 

to, would be a complex and fruitless 

exercise

Why not subsidize fruit & vegetables

 This is tantamount to a subsidy for 

the best well off who eat substantially 

more fruit and vegetables than the 

poor

 There is little evidence that such 

subsidies would over the longer term 

lead to changes in eating habits of the 

main target groups

 The evidence that fruit and 

vegetables are healthful could simply 

be interpreted that poverty is bad for 

health rather than fruit and 

vegetables, since the study showed 

consumption correlated with income
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What Works and What does not Work in O-Policy: 

Intervention
Review 

O-Policies
5

The UK has set high standards in terms of intervention to tackle obesity. There 

are 3 levels where this can take place

Algorithm/ referral system for 

weight loss programs

First, all O-patients with a BMI>30 should be referred to 

a weight-loss specialist

Algorithm/ referral system for 

drugs

If the weight-loss program does not work, drugs should 

be prescribed

Algorithm/ referral system for 

surgery

Beyond a BMI of 40, all O-patients should be referred to 

surgery

+5

+5

+5

Policies Rating* Why does it work/not work

However, this can work only if the following conditions are met:

 All GPs should be provided with an algorithm telling them what to do when they have 

an obese patient, regardless of co-morbidities

 This referral mechanism is applied systematically and O-patients followed through until 

they have reached back a healthy weight level
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Policy Review Process

Review 

Comparable 

Challenges

4

Gold Standard6
Assess Countries 

versus Gold 

Standard

7

Chapter 5 – Review of Current Policies

Contents:

1. Review of policies: what works, what does not work

2. WHO suggested policy guidelines

3. What can be learned from this review

Review O-Policy5
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The WHO and UN Developed a Prioritized Set of 

Proposals in 2002/2003 (page 1 of 2)

Rank Policies Type

1 Establish a dedicated central agency responsible for all aspects of obesity 

nationally

Management

2 Develop a scoring system for obesogenicity of neighborhoods, workplaces, 

and at or near schools

Management

3 Make certified training in obesity and weight management available for all 

healthcare professionals

Education

4 Fund evidence based weight management in primary care Intervention

5 Teach energy balance in schools Education

6 Encourage physical education for all school pupils and use of school 

facilities out of hours

Education/

Environment

7 Ensure a BMI check for all primary and secondary school leavers Intervention

8 Display energy content of all meals and snacks at retail and catering outlets 

with a warning if >700 kcal (meals) or >250 kcal (snacks)

Education

9 Display saturated fat content of all ready meals and snacks at all retail and 

catering outlets with a warning if >10% of total energy

Education

10 Allow new urban roads only if they have safe cycle lanes Environment

Review 

O-Policies
5



© Type Two ltd. 2008

T
Y

P
E

T
W

O

113

The WHO and UN Developed a Prioritized Set of 

Proposals in 2002/2003 (page 2 of 2)

Rank Policies Type

11 Allow new housing complexes only if they have sports facilities and green 

park areas

Environment

12 Include helpline numbers for all clothes above waist size 102cm for men, 

94cm for boys, 88cm for women and 80cm for girls

Education/

Intervention

13 Ban advertising of slimming services without an independent evaluation Environment

14 Ban television advertising of sweets and energy dense snacks before 9pm 

and regulate all marketing to children

Environment

15 Ban placement of sweets and energy dense snacks at or near shop tills and 

at child eye level

Environment

16 Fund effective obesity surgery for those with BMI >40 who face disability Intervention

17 Tax processed foods that are high in sugar or saturated fat and re-invest the 

money to increase the intake of fruit, vegetables and other low fat foods

Incentive

18 Introduce tax breaks for genuine corporate responsibility to help avoid 

obesity with changes in food or activity environment

Environment

19 Launch a health promotion campaign on the methods and benefits of weight 

maintenance and a 5-10Kg weight loss

Education

Review 

O-Policies
5
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Policy Review Process

Review 

Comparable 

Challenges

4

Assess Countries 

versus Gold 

Standard

7

Chapter 5 – Review of Current Policies

Contents:

1. Review of policies: what works, what does not work

2. WHO suggested policy guidelines

3. What can be learned from this review

Gold Standard6

Review O-Policy5



© Type Two ltd. 2008

T
Y

P
E

T
W

O

115

Whilst Many Proposed Policies would Help, Some 

are Naive or will Backfire and the Mix is Wrong

 This is an overview only of the main criticisms

Naive Policies or Counterproductive  Policies

 The two WHO/UN policies which aim to force the 

building of cycle ways and  sports facilities are 

entirely impractical

 The policy of restricting placement of foods will be 

circumvented even by the youngest children

 Health checks for school leavers are fine, but they 

wont achieve anything if there is not a follow up 

intervention to manage those who “fail”

 Introducing tax breaks for corporate responsibility 

on food and energy is likely to fund the gym at 

Goldman Sachs and the Executive Restaurant and 

have no effect on the facilities for workers at those 

small businesses that employ 2/3 of the workforce

 Launching health promotion campaigns sounds 

worthy, but that is more of what has already failed

Wrong mix

 In all of the policies, there is an 

almost complete lack of “sticks 

and carrots”

 1/3 of policy is aimed at 

education, which up to now has 

not shown any impact

 1/3 of policy is aimed at 

environment but these measures 

are mostly naive or impractical

 The only stick (Tax on certain 

foods) is too weak because it is 

easily side stepped

 Only with regard to management 

of the whole anti-obesity process 

do the proposals seem to fit well

Review 

O-Policies
5



© Type Two ltd. 2008

T
Y

P
E

T
W

O

116

CONTENTS
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8. Summary of Main Findings and Recommendations
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Policy Review Process

Review 

Comparable 

Challenges

4

Review O-Policy5

Gold Standard6
Assess Countries 

versus Gold 

Standard

7

Chapter 6 – The Gold Standard
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Policy Review Process

Review 

Comparable 

Challenges

4

Review O-Policy5

Assess Countries 

versus Gold 

Standard

7

Chapter 6 – The Gold Standard

Contents:

1. Introduction

2. Enablers

3. Effective strategies

Gold Standard6
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The Obesity Policy Framework

Introduction

Pressure for 
change

Politics

Healthcare 
policy

O-People

 To have a successful policy there are many arenas which need to be secured

The Gold 

Standard
6
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Enablers Strategies

The Obesity Policy Framework

Introduction

• Lobby/

Pressure 

groups

• Political 

pressure

• Political will

• Effective 

policy mix

• Mindset 

change

leading to

• Behavioral 

change

Critical Success Factors

- Apply best practices

Critical Success Factors

-Policy Noise

-Funding

Pressure 

for change
Politics

Healthcare 

policy
O-people

The Gold 

Standard
6
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Policy Review Process

Review 

Comparable 

Challenges

4

Review O-Policy5

Assess Countries 

versus Gold 

Standard

7

Chapter 6 – The Gold Standard

Contents:

1. Introduction

2. Enablers

3. Effective strategies

Gold Standard6
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Enablers Strategies

The Obesity Policy Framework:

Enablers

• Lobby/

Pressure 

groups

• Political 

pressure

• Political will

• Effective 

policy mix

• Mindset 

change

leading to

• Behavioral 

change

Critical Success Factors

- Apply best practices

Critical Success Factors

-Policy Noise

-Funding

Pressure 

for change
Politics

Healthcare 

policy
O-people

The Gold 

Standard
6
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Enablers – Pressure for Change 

The Situation Today

• O-people are busy fighting the medical 

profession who should be their allies

• Groups like  the International Obesity Task 

Force, Obesity Action Coalition, and 

Obesityinamerica.org seem to have the 

same PR muscle as a quaint English church 

committee

Obesity Lobby

Problems in the 

case of Obesity

So Obesity wont 

succeed in the 

current setting 

Wrong 

Message

Weak 

Lobby

1

2

• “Eat five portions of fresh fruit and 

vegetables per day”

• “Exercise at least 30 minutes, 4 times a 

week”

• Well meaning appeals to do the right thing 

sound like an aging pastor

Obesity Message

The Gold 

Standard
6
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Enablers – Pressure for Change

What Needs to Happen

Stronger 

Lobby

Right 

Message

2

1

• Society and parents are responsible for the 

children

• Consistent message of public health and medical 

significance

• It needs to convey a shocking message and the 

need for action

• Lobby leadership needs to be tough and professional

• Mobilize the food industry to support an anti-obesity 

drive in its own interest to protect itself

• It should also tap into the pharma industry.

There must be a concerted pressure from a group focusing on the following:

The Gold 

Standard
6
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Enablers – Political Will:

The Situation Today

 As things stand in most countries good policy looks like a no win proposition 

for the main parties of the right and left

 Due to the lack of an effective lobby the politicians have found easy escape 

routes that don‟t help tackle the problem

The Gold 

Standard
6

 Unfair because 

it is an illness

 Blame Food Industry!!!

 Policy: 

Tax/Regulate Food (but no 

action)

Response of the Parties 

of the Left

 Goes against personal 

freedom, “Big 

Government”

 Blame O-People!!!

 Policy: 

Take Personal Responsibility

Response of the Parties 

of the Right

“Dirigistic” 

Obesity Policy

Easy Escape
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Enablers – Political Will:

What Needs to Happen

 So what we need is to package the policy proposal in a way which will 

address the concerns of the clientele and make it palatable to both left an 

right

The Gold 

Standard
6

 “High Quality Support for 

those who need it”

Parties of the Left

 Tough Conditions

Parties of the Right

Positive 

Message for 

Parties  

“Tough… Love”
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Policy Review Process

Review 

Comparable 

Challenges

4

Review O-Policy5

Assess Countries 

versus Gold 

Standard

7

Chapter 6 – The Gold Standard

Gold Standard

Contents:

1. Introduction

2. Enablers

3. Effective strategies

6
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Enablers Strategies

Obesity Policy Framework

Effective Strategies

• Lobby/

Pressure 

groups

• Political 

pressure

• Political will

• Effective 

policy mix

• Mindset 

change

leading to

• Behavioral 

change

Critical Success Factors

- Apply best practices

Critical Success Factors

-Policy Noise

-Funding

Pressure 

for change
Politics

Healthcare 

policy
O-people

The Gold 

Standard
6
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Obesity Policy: Our Gold Standard Vision

Gold 

Standard

Management

Education

Environment

Incentives

Interventions

The Gold 

Standard
6
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Obesity Policy: Our Gold Standard Vision

Category Gold Standard

Management
 One national agency with a clear responsibility for policy, policy 

implementation and monitoring 

The Gold 

Standard
6

Gold 

Standard

Education

Environment

Incentives

Interventions

Management
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One 
institution 
in charge

Clear & 
agreed 
policy

Adequate 
funding

Power to 
push 

through 
policy

A good 
monitoring 

system

To really make a difference and reverse the O-trend, we need to have a 

comprehensive plan, with the necessary structure and support behind it

Obesity Policy: Our Gold Standard Vision

Management
The Gold 

Standard
6

Gold 

Standard
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Gold 

Standard

Management

Environment

Incentives

Interventions

Obesity Policy: Our Gold Standard Vision The Gold 

Standard
6

Education

Category Gold Standard

Education

 Simple traffic light food labeling

 Shock Messages in Mass Media (“Obesity kills!”)

 Special Parent education for all those with children BMI > 30 
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Gold 

Standard

Management

Education

Incentives

Interventions

Obesity Policy: Our Gold Standard Vision The Gold 

Standard
6

Environment

Category Gold Standard

Environment

 Strict low calorie School environments

 Workplace standards

 Regulation of Slimming via minimum standards certification
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Gold 

Standard

Management

Education

Environment

Interventions

Obesity Policy: Our Gold Standard Vision The Gold 

Standard
6

Incentives

Category Gold Standard

Incentives

 Threat of withdrawal/reduction of benefits paid for children

 After extended non compliance actual withdrawal/ reduction

 Physicians rewarded for cases managed and successful
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Gold 

Standard

Management

Education

Environment

Incentives

Obesity Policy: Our Gold Standard Vision The Gold 

Standard
6

Interventions

Category Gold Standard

Interventions with 

Children

 Early intervention with children with BMI >27.5

 National funding of nutritional and sport program for children

 Level 2: Specialist management of Obese children and adults 

before co-morbidities appear

Interventions with 

Adults

 Level 2: same as children

 Level 3: Morbid Obese management with methods such as the 

Geneva method or bariatric surgery1)
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Intervention with O-People

Obesity Policy: Our Gold Standard Vision The Gold 

Standard
6

 Parents informed clearly and directly of the impacts on the children

 Offer of nutritional & fitness support, initially for 2 years

 Where parents are receiving government support (Social security, tax credits, 

child benefits, etc.) that should be conditional on participation

Level 1: Overweight Children

Early Intervention for children with a BMI in excess of 27.5

 Basic program similar to level 1, but managed by specialists and with higher 

level of support and additional intervention options such as weight loss drugs, 

or “weight loss camps”

Level 2: Obese Children and Adults

Existing Cases or New Cases with BMI >30 without co-morbidities

 Enroll in a program such as the one developed in Geneva: a successful 

intensive program with a 2 weeks start in hospital, a target of 500 grams loss 

per day, exercise, psychotherapy, workshops on motivation, eating better, etc1)

 Consider surgery

Level 3:  Morbidly Obese Adults

Cases where BMI is >40 with co-morbidities

C

H

I

L

D

R

E

N

A

D

U

L

T

S
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What will the Gold Standard cost?

Cost Model for Gold Standard

 A good template for estimating costs 

already exists

 It was developed by the National 

Institute for Clinical Excellence in the 

UK to estimate the national costs of 

interventions at general practitioner 

level, specialist level and for surgery

 The model is driven by five sets of data

 Obesity demographics

 Cost of Treatments

 Referral Rates

 Staffing Levels

 Staff training ratios

 The only issue we have with the NICE 

model are the very low referral rates, e.g. 

we find the 1.5% referral from GPs to 

Specialists for O-Children to be out by a 

very wide margin

The Gold 

Standard
6

Gold 

Standard

Management

Education

Environment

Incentives

Intervention
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We can find the upper limit of costs if we dramatically 

increase key rates in the NICE model… for children…

Cost for Children

 If we refer not just the 1.5% of children 

with complex morbidities we are talking 

about  2.8 million children as opposed to 

the 42,000 that NICE costed

 That means in very simple terms that we 

would have to increase for example the 

pediatric care estimate of NICE by a 

factor of 66

 This full program then carries a cost of 

£660m ($1.3bn)

 If we also extrapolate the drug and 

surgery budgets, by a factor of 5 (the 

lower figure is because most of these 

children do not need dugs or surgery), 

then the total spend required is in the 

region of £750m ($1.5bn)

 On a per head basis this is £267 per child

The Gold 

Standard
6

Gold 

Standard

Management

Education

Environment

Incentives

Intervention
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…. and for adults

Cost for Adults

 For adults, we would estimate much 

higher costs per head due to longer, more 

intense therapies. In our estimation a 

figure of £750 per adult would be 

reasonable

 We would however expect much lower 

participation of O-Adults, so for the 

maximum cost we would use a 

participation rate of 20%

 There are 9 million O-Adults in the UK

 At 20% participation rate the cost would 

be  £1.35bn ($2.7bn)

The Gold 

Standard
6

Gold 

Standard

Management

Education

Environment

Incentives

Intervention
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In general we can use this model for other 

countries if we use an estimate of relative costs

Total Annual Cost  of Gold Standard = 

(Local Cost Rate/UK Cost Rate) * Number of O-Children *  $526 + Number of 

O-Adults * 20% * $1500

We would expect cost rates in European countries to be 0.9-1.3 compared to 

the UK and in the US our estimate is a factor 1.5

The Gold 

Standard
6
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Policy Review Process

Review 

Comparable 

Challenges

4

Review O-Policy5

Gold Standard6
Assess Countries 

versus Gold 

Standard

7

Chapter 7 – Countries Assessed against Gold Standard
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Policy Review Process

Review 

Comparable 

Challenges

4

Review O-Policy5

Gold Standard6

Chapter 7 – Countries Assessed against Gold Standard

Assess Countries 

versus Gold 

Standard

7

Contents:

1. Introduction to the Evaluation Framework

2. Review of past & current policies in 4 countries

3. What can be done in these countries?
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Current and Past Policy on Obesity

We will now look at specific countries and their policy response to 

the obesity:

1. We look at the set of policies in place, split into 5 categories

2. We rate the countries on each of these categories to get an overall rating for 

each country

3. We conduct a „deep drill‟ to highlight special characteristics of each country

4. We  finally evaluate each country against each other

Countries 

Assessment
7
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Current and Past Policy on Obesity

Evaluation Framework

 The current and past policies can be categorized in five groups

Category Examples

Management  Set up a single government agency to define national 

strategy and to oversee implementation

Education  Nutritional teaching in schools

 Public Health advertisements and Public Relations (e.g. 

placed articles in magazines)

 Health warnings on high fat/calorie foods

Environment  Design of school and workplace meals

 Banning adverts of snacks on kids TV channels

 Creating new opportunities to exercise

(Dis)Incentives  Taxes on high calorie/fat foods

 Increased Health Insurance Premiums

 Increased Term Life Insurance Premiums

Interventions  Referral to a weight loss program

 Prescription of weight loss drugs

 Bariatric surgery

Countries 

Assessment
7
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Current and Past Policy on Obesity

Evaluation Framework

Scores

0 1 2 3 4 5

Range of 

Tools

None Far less 

than 

minimum 

necessary

Less than 

minimum 

necessary

Minimum 

set of tools 

necessary

for 

measurable 

change

Higher than 

average

Top Country 

in Class

Effectiveness 

of Tools

Zero Limited 

successes

in pilot 

projects 

only

Limited 

successes 

in national 

programs

Increase in 

obesity 

halted

Obesity 

Trends

reversed 

and clear 

improveme

nt trajectory

Most 

Effective 

National 

program

 To compare countries we asses the range of tools used in each 

country and the effectiveness of the tools…

The range of tools can be easily measure against a set of criteria (see next pages)

The effectiveness of the tools is more difficult to measure against specific criteria

Countries 

Assessment
7
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Evaluation Framework: Range of Tools

Management

One institution 
in charge

Clear & agreed 
policy

Adequate 
funding

Power to push 
through policy

Monitoring 
system

1 3 5

Enough funding to cover 

for all necessary policies

One clear set of policies. 

All  involved parties have 

agreed to the plan

One institution in charge, 

with one clearly defined 

country plan specifically 

targeted to tackling 

Obesity

Political  and institutional 

support to push through 

the policies

Monitoring system in 

place offering full visibility 

on current O-trends, 

policies use and 

effectiveness

Some government 

guidelines, and some 

institutions in charge of 

improving the O-situation, 

but no clear country plan

No specific organization in 

charge. Most work done 

by organisms 

independently from 

government

Some policy guidelines, 

but not sufficient to 

reverse O-trend. Some , 

but not all parties involved 

have agreed to the plan

No set of policies targeting 

obesity, physical exercise 

and healthy diet

Some level funding to 

push through O-policies, 

but insufficient to carry 

them all through in a 

comprehensive manner

No/inadequate funding 

dedicated to tackling 

Obesity

Some political will, some 

institutional support

Little political will, no 

institutional support

Monitoring system in 

place, but only partial 

visibility on current O-

trends, policies use and 

effectiveness

No monitoring / 

inadequate monitoring 

system

Scores:

Countries 

Assessment
7
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Evaluation Framework: Range of Tools

Education („Ed‟)

Physical 
education in 
schools

Nutrition 
education in 
schools

„Healthy life‟ 
promotion to 
general public

Health 
warnings

Shock 
education

1 3 5

Comprehensive media 

effort to reach all 

segments of the 

population with a simple 

and standard message

Nutrition Ed mandatory in 

schools (1 h/w or more) 

and policy is enforced or 

child monitored with 

special Ed program

Physical Ed mandatory in 

schools (2h/w or more) 

and policy is enforced or 

child monitored with 

special Ed program

Very simple and clear food 

labeling (eg „traffic light‟ 

system) enforced for with 

all foods.

O-stigma like smoking 

(eg: helpline # for size 14+ 

clothes , bus handicapped  

seat for O-people, special 

programs for O-children)

Some guidelines on 

physical Ed for schools, or 

mandatory Ed but not 

enforced properly or some 

O-child monitoring & Ed

No guidelines or 

mandatory physical Ed in 

schools

No O-child monitoring & 

Ed (parent and/or child)

Some guidelines on 

nutrition Ed for schools, or 

mandatory Ed but not 

enforced properly or some 

O-child monitoring & Ed

No guidelines or 

mandatory nutrition Ed in 

schools

No O-child monitoring & 

Ed (parent and/or child)

Some ads/campaign 

efforts in the media, but 

no comprehensive 

coverage of the population 

and no standard message

Little media promotion on  

energy balance, physical 

activity and healthy diets

Some foods companies 

have agreed to use and 

implemented a special 

labeling system, but no 

comprehensive standard 

No food labeling beyond 

standard nutritional facts 

on food (aka: too 

complicated)

Some efforts to educate 

people that Obesity IS an 

addiction and MUST be 

treated 

Efforts to reduce 

discrimination of O-

people, making it „ok‟ and 

accepted

1 3 5Scores:

Countries 

Assessment
7
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Evaluation Framework: Range of Tools

Environment (Env)

Healthy food 
environment in 
schools

Children have 
extra curricular 
sport options

Healthy food & 
sport options 
at work

Infrastructure 
conducive to 
physical activ.

Encouraging a 
„Healthy 
lifestyle‟

1 3 5

Mandatory standards on 

foods to be served at 

workplace. Mechanisms to 

encourage employers to 

facilitate access to sport 

Comprehensive program 

to make extracurricular 

sports options available 

eg: subsidized sport 

activities for children

Specific nutrition 

guidelines mandatory for 

food served at lunch 

and/or subsidized lunches. 

Vending machines banned

Policies to make Env 

conducive to physical 

activities (eg: new roads/ 

housing only if bike lanes/ 

green & sport facilities)

Comprehensive program 

promoting a balanced 

energy lifestyle. (eg: 

support new sport clubs, 

ban of food ads)

Some nutrition guidelines 

on food served at lunch

Guidelines on vending 

machines content in 

schools

No/little guidelines in food 

to be served in schools

Junk food/soft drinks 

available in vending 

machines/ around schools

Some efforts to increase 

options for children eg: 

making school facilities 

available after school

No push for providing 

access to other sports 

outside of school 

mandatory hours

Some guidelines on food 

to be served at workplace

Some guidelines for 

employers to encourage 

employee sport activities

Little/no guidelines on 

food served at workplace.

Little/no guidelines for 

employers to encourage 

sport activities

Some guidelines to 

encourage a better Env 

conducive to physical 

activities 

Little or no effort to 

improve neighborhoods 

Env to encourage physical 

activities

Some 

mechanisms/policies to 

encourage the promotion 

of a „healthy lifestyle‟    

Little/no mechanisms/ 

policies to encourage a 

„healthy lifestyle‟

1 3 5Scores:

Countries 

Assessment
7
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Evaluation Framework: Range of Tools

(Dis)incentives

Taxes on food

Other taxes to 
encourage 
weight loss

Subsidies to 
producers of 
„healthy foods‟

Insurance 
companies can 
discriminate

Other schemes 
to incentivise 
weight loss

1 3 5

Heavy subsidies to 

encourage producers to 

focus their production on 

„healthy foods‟

Bariatric surgery tax-

deductible, all weight loss 

programs tax-deductible, 

all weight loss drugs are 

tax-deductible

Heavy tax differentiation 

for food with low and high 

calorific content

Life & health insurance 

companies encouraged to 

discriminate against 

obesity as an incentive to 

lose weight

Clear set of policies aimed 

at encouraging the 

individual to lose weight 

(eg: fertility treatment not 

allowed for O-people)

Some tax differentiation 

for food with low and high 

calorific content, but not 

enough to have a real 

impact

Little/no tax differentiation 

for foods with low and 

high calorific content

Some tax-deductible 

weight-loss programs 

and/or weight-loss drugs, 

and/or surgical 

interventions

Little/no tax incentives to 

encourage weight loss

Some subsidies to 

producers of „healthy 

foods‟ 

Little/no subsidies to 

producers of „healthy 

foods‟

Life & health insurance 

companies are allowed to 

discriminate against 

obesity as an incentive to 

lose weight

Life & health insurance 

companies discouraged to 

discriminate against 

obesity as an incentive to 

lose weight

Some other schemes in 

place to encourage the 

individual to lose weight 

(eg: xx)

Little/no other schemes in 

place to encourage the 

individual to lose weight 

1 3 5Scores:

Countries 

Assessment
7
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Evaluation Framework: Range of Tools

Intervention

Algorithm/ 
referral system 
for weight loss 
programs

Algorithm/ 
referral system 
for drugs

Algorithm/ 
referral system 
for surgery

1 3 5

Mandatory guidelines for 

GPs to refer BMI>40 (with 

or without co-morbidities) 

to surgery. (UK‟s algorithm 

= gold standard)

Mandatory guidelines for 

GPs to refer O-people 

(after other programs with 

or without co-morbidities) 

to weight-loss drugs

Mandatory guidelines for 

GPs to refer O-people 

(with or without co-

morbidities) to weight-loss 

programs

Guidelines for GPs to 

refer O-patients to follow a 

weight-loss program

Little/no guidelines for 

GPs to refer O-patients to 

follow a weight-loss 

program

Guidelines for GPs to 

refer O-patients to take 

weight-loss drugs

Little/no guidelines for 

GPs to refer O-patients to 

take weight-loss drugs

Guidelines for GPs to 

refer BMI>40 O-patients 

to surgery

Little/no guidelines for 

GPs to refer BMI>40 O-

patients to surgery

1 3 5Scores:

Countries 

Assessment
7
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Current and Past Policy on Obesity

Evaluation Framework

Category Weight Logic

Management 10% As in all complex issues a coherent strategy and effective 

implementation of programs is important

Education 10% Smoking showed education on its own has little impact

Studies show that education reaches those who least need it 

(high socio-economic families)

Environment 20% Environmental changes in schools and in the workplace are 

certainly helpful but they make up less than one half of 

waking hours

It is extremely unlikely that the out-of-school/work 

environment will change without interventions

(Dis)Incentives 30% Many studies show that monetary incentives/dis-incentives 

can be powerful tools

This is also true for health insurance premiums/ co-

payments/ visit payments

Interventions 30% Many studies show that without a managed support process 

there will be no sustained weight loss or even weight 

maintenance

The few positive results have required “heavy” interventions

 Finally we determine an overall score as follows

Countries 

Assessment
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Policy Review Process

Review 

Comparable 

Challenges

4

Review O-Policy5

Gold Standard6

Chapter 7 – Countries Assessed against Gold Standard

Contents:

1. Introduction to the Evaluation Framework

2. Review of past & current policies in 4 countries

3. What can be done in these countries?

Assess Countries 

versus Gold 

Standard
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USA

No comprehensive country-wide approach

Countries 

Assessment
7
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Policy Effectiveness in the USA

Current National Obesity Policies

Category USA

Management

 There is no coordinated national strategy. Each state can choose what to do

 Only 28 states have received funds to support a CDC-funded state-based nutrition 

and physical activity program aimed at obesity 

Education

 Health education is not mandatory in 6 states

 Only 23 states have received funds to support CDC‟s school health program that 

encourages behaviors to help reduce students‟ risk of obesity

 FDA enforces size labeling and contents, but not more

Environment

 Only 2 states set nutritional standards for school lunches

 33 states do not limit competitive foods (eg vending machines) in schools

 Physical education is not mandatory in 6 states, and not enforced in many others

 Few comprehensive statewide active living initiatives and programs are in place

(Dis)Incentives

 17 states have enacted a „snack‟ and soda tax

 Bariatric surgery is tax deductible in the US

 Health insurances are allowed to discriminate against obese people

 Eleven states have enacted laws that limit liability for obesity (hamburger bill)

Interventions

 Most medical care for obesity focuses on treatment rather than prevention

 Only four states require health insurance plans to offer coverage for obesity 

surgery

Countries 

Assessment
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Policy Effectiveness in the USA

Overall Rating

Category Range Effectiv

eness
Comments

Management 1.2 1

 National guidelines are not nearly as clear as for 

example UK

 States have everything in range of solid to non 

existent management

Education 1.8 1  Messages to date are not getting across

Environment 1.2 1
 School and workplace programs much weaker than 

in Europe

(Dis)Incentives 2.2 1

 In theory the US could take a lead on creating a 

health insurance disincentive, but up till now there is 

not one federally approved insurer who has 

implemented

Interventions 1 1
 Very little push from healthcare 

providers/employers/schools compared to Europe

Weighted Total 1.47 1
 The very poor total reflects a poorly managed, 

disjointed strategy, which has ineffective 

implementation

Countries 

Assessment
7



© Type Two ltd. 2008

T
Y

P
E

T
W

O

157

Policy Effectiveness in the USA

Policy Critique

Strengths
 Surgeon General, CDC and NIH 

communicate clearly the 

epidemic nature of obesity

Weaknesses
 Federal and State Funds very 

much lower than for other 

epidemics 

 Huge policy variations across 

the states

 So far no indication that the 

policy or any policy tool is 

working well

Opportunities
 Insurers have the possibility to 

offer discounts for those with 

lower weight

 Copy best practice algorithms 

from Europe

 Ensure that weight loss and 

weight maintenance programs 

are funded

Threats
 Discrimination lawsuits against 

insurers or employers could 

eliminate useful interventions 

and disincentives

 Powerful food companies and 

retailers may not support any 

change in policy

Countries 

Assessment
7
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Policy Effectiveness in the USA

Deep Drill: Health Insurance

Insurance can underwrite depending on weight in the US

 Since each obese person averages an additional $1500 in healthcare costs for the 

insurance and 1/3rd of the population is obese, the non-obese who have insurance 

are forced to pay an additional $500 or receive $500 less in benefits with insurance 

schemes which are not underwriting with obesity1)

 The US federal government has reversed a 1987 decision and has ruled that health 

insurance plans may provide discounts or rebates to those who are not obese, 

and/or "modify copayments and deductibles" based on obesity. Therefore insurance 

companies can now use all of these routes to decrease payments to the non obese 

or increase payments from the obese

 Studies have shown that charging a 

premium based on weight can be a 

effective method to encourage weight 

loss2)

 However, so far no health insurance 

requiring federal approval has 

taken such a step

 Insurance programs are investigating 

other options: e.g. incentivize weight 

loss by reimbursing the programs only 

if the obese person reaches specific 

targets3)

Insurances can now discount They incentivise weight-loss?

Countries 

Assessment
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United Kingdom

Excellent monitoring and treatment guidelines 

but funding is low and targets are soft 

Countries 

Assessment
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Policy Effectiveness in the UK

Current National Obesity Policies

Category UK

Management

 Department of health centralizes all policies and guidance

 New strategy in progress following findings of „Tackling Obesities: Future Choices‟ 

Project in October 2007

 National Institute of Clinical Excellence (NICE) has also defined a set of guidelines 

for local govt units, workplace, schools and healthcare practitioners

Education

 Traffic light labeling in progress?

 Plan to make cooking a compulsory part of the national curriculum by 2011 for all 

11-14 year-olds 

 Plan to invest £75m  in marketing to parents to change diet and physical activity

Environment

 Restrictions on broadcast food and drink ads to children and under 16 in place

 Plan to invest to ensure all schools are healthy schools

 Plan: Health food code of good practice

 Plan: planning regulations to limit fast food e.g. close to schools & parks

 Plan: Review adverts regulations on unhealthy foods for children

 Plan: „walking into life‟, „healthy towns‟, review sport England, workplace plans

(Dis)Incentives

 The national health service provides free care at the point of service, so it is 

difficult to imagine  that the government would introduce charges as disincentives

 17.5% rate charged on some foods including fizzy drinks, crisps and heated 

burgers

 Access to certain services is limited to those with BMI >30 (eg fertility treatment)

Interventions

 National Child Measurement Program (NCMP) but no push to weight programs. 

General info to parents and child

 NICE guidelines encourage promotion of prevention methods. 

 Issued guidelines for weight programs, drugs and for surgery depending on BMI 

and waist measure (See deep drill)

Countries 

Assessment
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Policy Effectiveness in the UK

Overall Rating

Category Range Effectiv

eness
Comments

Management 3.4 2  Good government framework and guidelines, but 

implementation limited

Education 1.8 1  Little education. Food labeling in progress should 

help

Environment 2.2 2  Not enough in place today but good plans for the 

future

(Dis)Incentives 1.8 2  Some policies targeted specifically at certain issues 

are good, but overall financial burden to the O-

people very limited

Interventions 3.76 2  The framework and guidelines are of high quality, 

but limited targeted use

Weighted Total 2.55 1.8  Good framework, but limited use in practice

Get more 

info

Countries 

Assessment
7
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Policy Effectiveness in the UK

Policy Critique

Strengths
 Excellent guidelines and 

framework on how to monitor

and treat patients

 Centralized organization makes 

policy making and 

implementation quicker and 

more effective

Weaknesses
 Low budget

 Waiting for co-morbidities before 

more actively intervening

 Low expectation of referral rates 

to specialists

Opportunities
 Push current framework of 

physician referral further, 

- with a target of at least 50% 

not 10%

- with bigger investments

- Obesity should be enough a 

criteria, not co-morbidities

 Push current program to record 

all UK O-children towards an 

actual implementation of a 

program to tackle their obesity

Threats
 Sedentary lifestyle, eating habits 

and binge drinking worse than in 

other European countries

Countries 

Assessment
7
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Excellent guidelines... 

 NICE has set clear and detailed 

guidelines on how to monitor obese 

patients refer them to a specialist 

(see right for a summary)

 All healthcare authorities are 

expected to have detailed plans that 

include staff training and other 

budgets

 NHS monitoring is sophisticated

Policy Effectiveness in the UK

Deep Drill Child Referral Policy 



.....but funding is low and  targets are soft

 NICE estimates an implementation budget of only 40m. This seems hopelessly low, and is based 

on repeated assumptions of low rates of moving from one step in the algorithm to the next, e.g. 

low rates of children referred to specialist (10%) and low rates of surgery in the morbidly obese 

(Y%)

 Main Weakness in the algorithms is that if there is no co-morbidity then priority is low and it is 

unlikely that the patient gets preventative care

 GP surgery targets require only that the have a list of obese patients. A good start, but there is no 

outcomes target.



Determine degree of 
overweight of obesity

Consider intervention or 
assessment

Assess lifestyle, co-
morbidities and 

willingness to change

Management of

Lifestyle Changes

Consider 
referral to 
specialist

Assessment 
secondary 

care

Specialist 
management/ 

Drug 
treatment/ 

surgery
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Switzerland

Good diversity of programs led locally but a 

comprehensive country plan missing

Countries 

Assessment
7
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Policy Effectiveness in Switzerland

Current National Obesity Policies

Category Switzerland

Management

 No comprehensive plan or general guidelines to fight Obesity at the country or at 

any canton level1) but new plan design 2008-2012 in progress (PNAAP: National 

food and physical activity program)

 Good independent organisms supported or even mandated by the government 

(Swiss Health Promotion, Swiss Balance, Swiss Society of Nutrition, etc.)

Education

 Programs „Swissbalance‟ and  „Swiss Health Promotion‟ to educate adults and 

children on the benefits of sports and healthy eating. Major focus in last few years 

was to „encourage a spirit of sport’

 „5perday’ campaign to promote healthier eating (5 vegetables/fruits per day)

 Most cantons have their own program subsidized by the country to reach out to 

obese children

Environment

 Ban of publicity targeted to children up to 6, banned distribution of samples to kids

 Some cantons have decreased hours of sports. Mandatory is 2h/week

 „Youth + Sport’ to encourage extracurricular sport activities among youth

 Some health insurance encourage financially exercise

 Little directives on vending machine and school foods

(Dis)Incentives

 Food tax is 2.xx% compared to 7.xx% for other goods

 No discrimination on health insurance premiums for obese people. Insurance is 

mandatory, and once one is insured, only co-payments to be paid by the O-people

 Life insurers now officially considering discriminating depending on weight2)

Interventions

 No government guidelines, algorithm, leaflets or anything else on obesity. 

 Only some nutrition pyramid distributed in offices, but depending on the 

common sense of the doctor

Countries 

Assessment
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Policy Effectiveness in Switzerland

Overall Rating

Category Range Effectiv

eness
Comments

Management 3.2 4  Not yet a plan at the national level, but support 

provided to separate organisations 

Education 3.6 5  Good programs, especially aimed at encouraging a 

„spirit of sport’

 No plan or guidelines at the country level

Environment 3.8 5  Ban on young child ads. 

 Good supporting organization to encourage the 

„spirit of sport’

(Dis)Incentives 1.4 1  Food tax differentiation not high enough to have an 

impact. Little direct cost disincentives for O-People

Interventions 1 1  No guidelines, only common sense from individual 

doctors

Weighted Total 2.52 3.1

Countries 

Assessment
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Policy Effectiveness in the Switzerland

Policy Critique

Strengths
 Diversity of activities show a 

broad range of health promotion 

programs, prevention and 

therapy

 Strong organisations in place 

such as Promotion Santé Suisse 

and Swiss balance

Weaknesses
 No official national, integrated

and comprehensive country 

policy to tackle obesity1) but in 

progress to be developed

 Programs are often limited to the 

canton or linguistic region, if not 

at the local community level

Opportunities
 A number of pilot projects and 

services have been tested. They 

are yet to be transitioned to a 

more comprehensive, country-

wide approach

Threats
 Political support is missing1)

Countries 

Assessment
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Policy Effectiveness in Switzerland

Deep Drill Child Targeting

0

20

2002 2007

%

Obesity - girls 6-13 years

0

20

2002 2007

%

Obesity - boys 6-13 years

To improve the O-trend among children, the government focused on 

improving the environment and education of the population through a fine 

mix of policies and with the help of mandated independent organisations. 

Some of its main focus are as follow:

• Increased public and professional awareness since 2002

• More school-based programs aimed at balancing physical activity and 

healthy nutrition

• Less TV food advertising targeting children

 

The trend has now been reversed among the younger generation

Countries 
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Finland

A thorough environment change leads to good 

results
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Policy Effectiveness in Finland

Current National Obesity Policies

Category Finland

Management

 National program „Health for all by 2000‟ was prolonged till 2015, mainly focused 

on health promotion.1) Although not specifically aimed at obesity, it has helped 

reached good results eg: 70% of Finnish adults have moderate physical activity of 

30 minutes 5 times a week compared to 32% in the UK2)

Education

 Nutrition education in schools5)

 Exercise incorporated to the school curiculum5)

 School medical exam nurses contact parents if family eating habits are not good 3)

 Promotion and coordination of a healthy diet4)

 Media efforts to educate the population

Environment

 McDonalds cannot promote toys in its advertisements 2)

 Characters or presenters from children‟s programs cannot appear in ads2)

 Healthy free lunches in schools 2) , University food subsidized5)

 Workplace, institutions and hospitals food subject to guidelines regarding content5)

 No vending machines in schools3), sugary drinks banned 5)

 Food labeling4)

 Strong Physical Activity promotion4)

(Dis)Incentives

 Less focus on tax and disincentives5)

 Phased out milk subsidies based on fat content, now based on protein content5)

 Other subsides towards berries and unsaturated fats5)

 Cash prizes for the winners of town-versus-town cholesterol-lowering showdowns 

in the 80s3)

Interventions

 Local guidelines recommend referring obese patients for obesity clinic only if the 

patient i) has a BMI 35 ii) obesity-related co-morbidity requiring weight loss and  iii) 

previous attempts to lose weight have failed6)

Countries 
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Policy Effectiveness in Finland

Overall Rating

Category Range Effectiv

eness
Comments

Management 3.2 3  Good push centralized by the government, but many 

actors sometimes impede reaching the best public 

health outcome

Education 3.2 3  Excellent education push at the level of schools, 

families and media

Environment 3.4 3  Main focus of Finland‟s efforts. Comprehensive 

reach both on better eating habits and physical 

activity

(Dis)Incentives 2.6 2  Cut in milk subsidies and increase in berries & 

unsaturated fat products helped curb the traditional 

milk-based eating habits. But with the ne setup with 

the EU, this is not enough anymore

Interventions 1 1  Minimalistic referral approach

Weighted Total 2.58 3.05  Finland already experienced an O-epidemic in the 

1970s, but rapidly reacted and took some strong 

measures to counter it. The policies have been 

effective at slowing down the rate of growth but has 

not gone far enough as to reverse the trend. It is 

also experiencing a new recrudescence where the 

current policies are not enough anymore.

Check

Countries 

Assessment
7
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Policy Effectiveness in the Finland

Policy Critique

Strengths
 General country plan for a 

healthy life has proved effective 

 Good eating and exercise habits 

thanks to past efforts by the 

government

Weaknesses
 Focus only on environment and 

education. Push towards  other 

methods would be helpful 

(CHECK WITH INTERVENTION 

PART)

Opportunities
 Excellent basis in environment 

and education set up in the 

1980s to reduce CVD via a 

major change of environment. 

This now needs a new push to 

increase the effort

Threats
 The new setting within the EU 

has shaken up the local setup 

(eg foods sold in supermarkets) 

and disrupted the public health 

plan in place since the 1980s. 

Obesity is starting to go up again

Countries 

Assessment
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Policy Effectiveness in Finland 

Deep Drill: Comprehensive Program – Healthy Life

• Media campaigns aim to raise awareness to 
lower fat products

Media

• Children‟s weight monitored by the school 

• Nutrition education and exercise thoroughly 
integrated in  the curriculum

Schools

• All schools receive a free meal a day, 
university meals are subsidized

• Workplace, hospitals and institutions are 
subject to guidelines regarding content

Mass 
Catering

• Nutrition education drives are commissioned 
by the center for health promotion

• Parents receive info on child nutrition

Healthcare 
sector

• Some compulsory labeling of food content

• Milk subsidies paid on basis of protein, not fat

• Other subsidies move  from milk towards 
berries

Legislation 
and govt 
policies

 In 1970, 

Finland‟s O-

levels and CVD 

among the 

highest in the 

world

 Eating habits 

based on dairy 

products

 Government  

implemented a 

major program 

to tackle the 

problem

Countries 
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Policy Effectiveness in Finland 

Deep Drill: Comprehensive Program – Healthy Life

Trends 

in food 

intake

Trends 

in sport 

activities

%

Finland did not 

reverse the 

obesity trend, but 

did reduce the 

steepness of the 

trend among men 

and completely 

flattened it 

among women. 

Today, 

prevalence of 

childhood 

obesity is one of 

the lowest in 

Europe
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Singapore‟s schools program

A more radical approach with schools brings 

impressive results 

Countries 

Assessment
7
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Policy Effectiveness in Singapore

Deep Drill Physical Activity in Schools

 In 1992, 

Singapore 

started the 

program „Trim 

and Fit‟ (TAF)

 Program called 

one of the most 

efficient and 

effective ways 

of improving the 

lives of young 

people‟ by 

WHO1)

• Teachers monitor the weight of the O-children, 
who then participate in an extra 1.5 hour  physical 
activity per week

• Each school can choose how to integrate it into 
the school schedule and what to offer (play 
games or learn another sport)

Increased 
activity

• Government guidelines healthy foods and drinks 
that may be sold in school shops

• “Calorie cash“ food ration coupons  no more than 
a certain number of calories may be purchased, is 
inversely proportional to the child's O-rate

Healthy 
Food

• Children are given counseling in nutrition

• Teachers meet parents regularly to give them 
advice on how to feed their children better

Education

• A yearly ranking system tracks the success of 
individual schools' efforts to reduce obesity and 
increase fitness levels among their students

• This encourages schools to be inventive about 
their approach to reduce obesity

Incentivize 
schools

Countries 

Assessment
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Policy Effectiveness in Singapore

Deep Drill Physical Activity in Schools

Cut down obesity from 14% 

in 1992 to 9.8% in 20021)


Psychological cost of 

participants being 

stigmatized and in some 

cases, reportedly diagnosed 

with eating disorders2)



Was the program successful not in spite of the stigma it induced, 

but because of it? 3)

• The TAF has since been replaced by a program encompassing 

the inclusion of all schoolchildren to decrease the stigmatization

• Will the program still continue to be successful?

Countries 
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Effectiveness and Range

Current Status

Effectiveness 

Range4

UK

US

FI

4

2

2

CH

Countries 
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Policy Review Process

Review 

Comparable 

Challenges

4

Review O-Policy5

Gold Standard6

Chapter 7 – Countries Assessed against Gold Standard

Contents:

1. Introduction to the Evaluation Framework

2. Review of past & current policies in 4 countries

3. What can be done in these countries?

Assess Countries 

versus Gold 

Standard

7



© Type Two ltd. 2008

T
Y

P
E

T
W

O

180

Effectiveness and Range

What can be done in the USA?

Effectiveness 

Range4

US

4

2

2

US
1. Define and implement a 

National Strategy

2. Invest more money

3. Set clear and detailed 

guidelines on how to monitor 

obese patients and refer them 

to specialist 

USA

Countries 

Assessment
7
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Effectiveness and Range

What can be done in the UK?

Effectiveness 

Range4

UK

4

2

2

UK1. Invest more money

2. Push for more intervention 

and this before co-morbidities 

arise. Target not 10% but 50% 

of obese to be referred to a 

specialist

3. Improve the environment, both 

inside schools and targeting 

the adult population

UK

Countries 

Assessment
7
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Effectiveness and Range

What can be done in Switzerland?

Effectiveness 

Range4

4

2

2

CH1. Define and implement a 

National Strategy to have a 

more comprehensive outreach 

in all regions of the country

2. Set clear and detailed 

guidelines on how to monitor 

obese patients and refer them 

to specialists

Switzerland

CH

Countries 

Assessment
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Effectiveness and Range

What can be done in Finland?

Effectiveness 

Range4

FI

4

2

2

FI

1. Set clear and detailed 

guidelines on how to monitor 

obese patients and refer them 

to specialists 

2. Review and adjust the current 

plan to take into account the 

entry of EU products into the 

Finnish market

Finland

Countries 

Assessment
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Part IV - Summary
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Agenda for Obesity Change

With the exception of some conspiracy theorists, some anti-anything types and assorted 
oddballs there is a broad consensus that something needs to be done about the obesity 
epidemic.

There is also no shortage of suggestions on what to do and in some cases there is the 
beginnings of a gold standard policy in place, but yet we remain skeptical that in the near and 
longer term we will significantly reverse the epidemic.

The main reason for pessimism in the current environment is the lack of alignment and 
momentum in the political field combined with a weak and poorly structured set of health 
policies from the global public health care community.

The good news is that a quantum step forward is possible and indeed in the UK we see recent 
movement in that direction, whilst elsewhere unfortunately the issue is faint or invisible on 
the radar screen of political priorities.

The Agenda for Obesity Change is quite simple, there are only three items

1. Create political momentum for change
2. Refine and detail the gold standard of obesity policy
3. Fund the change

A simple agenda, but the challenge is of course implementation of the agenda. Let us look 
now at how we can move out of the starting blocks of Agenda for Obesity Change (AOC).
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Political Momentum (1/2)

Unlike the anti-smoking lobby and the AIDs lobby we see no such powerful  O-lobby groups, 
and we confidently forecast that none will emerge, due to the long list of issues we set out in 
the previous chapters.

We also don’t see any mainstream political party putting an O-policy in its election manifesto. 
At best what we see is classical left or right posturing on O-policy, where it is bundled in with 
a list of other socio-health issues. 

So we have no extra NGO momentum and also none in the political parties. Those are 
however as we have pointed out not the only possibilities. We see the best change in moving 
forward the AOC by mobilizing the self interest of a relatively small number of major 
international food groups (“Big Food” and top 20 pharma companies (“Big Pharma”). In self 
interest we have a far more powerful motivator than we can find anywhere else in the O-
stakeholders groups.

Are we dreaming or is there a real chance that such a business led or at least business funded 
lobby group will deliver the necessary start impulses? Well, whilst we were writing the gold 
standard chapter of this book in July 2008, we were pleasantly surprised by an announcement 
that the UK government in partnership with just the kind of companies we are talking about 
was to launch a $400m program to improve child weight and fitness in a effort to make a 
significant improvement in obesity in time for the Olympics which will be held in London in 
2008.
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Political Momentum (2/2)

This effort is of course not directly what we want to see happen, because the involvement of 
companies such as Coca-Cola in the London effort is strongly linked to the standard marketing 
strategy of the company to grow its brand and enhance its public image, by associating itself 
with major sporting events. It does show that such companies accept that obesity is an issue 
where they need to be on the right side of the issue to avoid damaging their brands. Given 
that this awareness is basically there, it is not too much to expect that such companies could 
be motivated to support gold standard O-policy as part of their good citizenship programs.

Of course there is no-one as yet pushing Big Food and Big Pharma enough that they will 
actually start the process we would like to see set in trail. That job falls back to the 
international health policy community, which up until now has little contact with Big Food, 
but does have considerable experience with Big Pharma on for example AIDS and Malaria. In 
principle all we need is a major institution such as the WHO to start pushing Big Food and 
then we are pretty sure the self interest mechanism will deliver momentum, some initial 
funds and some useful policies (such a voluntary traffic light labeling) on a timescale which 
could be less than 24 months. ( A timescale far shorter than any legislative timescale).

If we have the alignment between the health policy community and Big Food/Big Pharma, 
then directing the political process in the direction of the gold standard O-Policy will be a 
reasonably straightforward process.
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Refining and Detailing O-Gold Standard Policy

In this book we have made as far as we can tell the first draft of an O-gold standard policy. We 

have argued our case what should be in such a policy and what has no place in there, but as 

we have said we put this on the table to provoke a discussion and debate on our proposals in 

the full knowledge that some adjustments will be necessary.

Too often policy in public health gets held up or loses its way due to dogma or misguided 

belief in the good nature and intelligence of our fellow beings.  As we have shown such a 

loving approach will not succeed where mindset change is required.  This time the community 

needs to wake up and apply what we know works, i.e. the right mix of carrots and sticks = 

tough love.

We call out to the health care policy community and to the leading organizations to set up a 

process in which we can quickly get to a consensus on a detailed gold standard.
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Funding

As we have shown spending on turning back the O-Epidemic is tragically low, but of course 

this is not surprising given the faint showing of O-issues on the big political radar system. Our 

aim to get Big Food/Big Pharma to sponsor the O-lobby and support the O-gold  standard 

does not mean that we expect them to fund in any way prevention and treatment. That 

remains the field of governments and health insurance companies

Our estimate that  the average cost of a prevention and treatment scheme that keeps child O-

rates below 5 percent and adult rates below 10 percent is around $1500 per referral (if we 

average the cost of prevention and cure interventions). In the UK this would mean spending 

£6.8bn ($13.6bn) in the next 5 years. That amounts to approximately 1.3% of total health 

spending. That 1.3% is money well spent on the 14% of the population whose health bills will 

otherwise cost £182bn over a lifetime.

The investment may on paper seem large and it is, but it is a small part of total health care 
spending and the return on the investment is excellent even before we consider the 
additional economic benefits of a healthier and more active population


